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 I have embarked on this study for my dissertation primarily because problem 
gambling is a very new field of research in Singapore.  The first gambling prevalence 
study was conducted in 2005 by the Ministry of Social and Family Development 
(MSF, also known as Ministry of Community Development, Youth and Sports, 
MCYS, before November 1, 2012) as a precursor for the government’s plans to build 
Singapore’s first casinos in the new Integrated Resorts.  Generally, the problem 
gambling prevalence rate of 2%–5% found in the local population studies appeared to 
indicate that the problem gambling prevalence was comparable to other urban Asian 
societies.  However, not much is known about problem gambling in Singapore other 
than the prevalence and some prevailing gambling patterns seen in problem gamblers.  
The overall help seeking rate in Singapore was much lower than other countries 
where problem gambling treatment was more established.  This study, being a social 
work dissertation, aimed to understand the influence of psychosocial factors in 
problem gambling and help seeking.  The first part of my study adopted the 
biopsychosocial theory of problem gambling as the theoretical framework.  The 
problem gambling rate among active gamblers was 18.9% and this prevalence was 
consistent with rates reported in other countries.  Four psychosocial factors were 
found to be associated with problem gambling among the active gamblers.  These 
factors include younger age, unemployment, having gambling debts, and lower level 
of social support.  In terms of social support, problem gamblers reportedly 
experienced lower level of support in the domains affectionate support and positive 
social interaction.   
 The second part of my study utilized Andersen’s socio-behavioral model to 
understand help seeking for problem gambling in Singapore.  It was found that 
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predisposing and enabling factors were more salient than need factors in determining 
help seeking here.  Other additional findings specific to help seeking indicated that the 
specialized centers for problem gambling like National Addictions Management 
Service and Thye Hua Kwan Problem Gambling Recovery Centre were the least 
preferred help providers among active gamblers who were inclined to seek help.  
They preferred Family Service Centres (FSCs), the National Problem Gambling 
Helpline, and consulting their personal doctors.  This was suggestive that seeking help 
for problem gambling carries a social stigma, and was further supported by the 
finding that the most common reason for gamblers declining to seek help was shame 
and embarrassment. 
 The current understanding of problem gambling services in Singapore is rather 
fragmented and knowledge about the availability of help services is still very low.  It 
is important for the National Council on Problem Gambling to link up different 
government-funded services so as to prevent a health and social care divide in service 
provision.  This can help to promote awareness in the general public about problem 
gambling and the types of help services available in Singapore.  Knowledge about 
help services was found to be a key enabling factor in seeking help.  In addition, the 
government-funded services should also collaborate with other non–government-
funded services to support problem gamblers and their families gain access to 
different types of help and support.  It is recommended that social safeguards need to 
be enhanced through a combination of additional services that address the problem of 
debt, continued support for the families, and alleviating FSCs to tier-2 centres where 
they can provide some specialized help to those who prefer to seek help there.  
Having a vibrant problem gambling service community can encourage those affected 







Chapter One: Introduction 
Gambling in Singapore’s Context 
 Gambling is a widely accepted social and recreational activity in Singapore, 
dating back to the 19
th
 century (Chia & Nor-Afidah, 2007).  Generally, gambling can 
be defined as an activity where a person engages in a wager of money on the outcome 
of chance or uncertainty, with the objective of winning the wager.  The main aim of 
gambling is to win as much money as possible.  With the proliferation of gambling 
avenues and opportunities in modern times, there are individuals who encounter 
problems in major domains of their lives as a result of gambling, such as financial 
losses, relationship problems and occupational, legal and even mental health 
complications. 
 In 2005, the Government announced that two Integrated Resorts (IR) would be 
built in Singapore, and a casino be allowed to operate in each of the IRs.  The two 
IRs, namely the Resorts World in Sentosa and Marina Bay Sands in Marina area 
turned operational in 2010.  Prior to the setting up of the two casinos, Singaporeans 
were able to wager on a gamut of betting games through legalized and illegal 
gambling avenues.  In legalized gambling, lotteries like 4D, Big Sweep, Toto, and 
sports betting on soccer and Formula One racing are available from Singapore Pools, 
a government-linked gaming operator.  Other types of legalized gambling include 
gambling on board cruise ships, horse racing at the Turf Club, and Jackpot machines 
at designated social clubs.   
According to Chia (2007), Singapore Pools generates billions of dollars from 
its gambling operations annually.  In illegal gambling, bets are usually placed with 
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illegal bookmakers, the most popular being illegal 4D and football betting operated by 
underground gambling rackets.  While there are no official figures on the amount of 
money wagered through illegal gambling, one may easily posit that illegal gambling 
is also churning huge revenues based on periodic reports in the local news of illegal 
gambling syndicates being busted by the authorities.  
 Despite the long history of gambling and the availability of legalized gambling 
in Singapore, there had been no study on the subject in Singapore until 2005, when 
the Ministry of Social and Family Development (MSF, also known as Ministry of 
Community Development, Youth and Sports, MCYS, before November 1, 2012) 
commissioned a survey to find out the prevalence of gambling in Singapore.  To date, 
three such studies have been commissioned and completed.  The first was completed 
in 2005 before the Government announced its decision to allow casinos to operate in 
Singapore.  According to this study, about 58% of the respondents aged 18 and above 
reported having gambled at least once in the last 12 months (MCYS, 2005).  In 
another separate survey on perceptions of gambling in Singapore by the National 
Council on Problem Gambling (NCPG) in 2007, 57% of the respondents reported 
having gambled at least once in the last 12 months.  This was consistent with the 
earlier MSF/MCYS study.  Moreover, another key finding was that the respondents 
generally perceived gambling activities such as the buying of 4D, Toto, and Big 
Sweep to be leisure activities, rather than a form of gambling (NCPG, 2007).  It was 
estimated that gamblers in Singapore spent about $4.2billion
1
 on 4D and other 
lotteries operated by Singapore Pools (Tan T, 2008).  The MSF/MCYS study in 2005 
was also the first of its kind to estimate the prevalence of gambling-related problems 
among the adult population in Singapore.  The study found that about 4.1% would 
                                                          
1
 All monetary value in this thesis are in Singapore dollars (S$). At the time of writing, S$1 = 
US$0.818. Hence, S$4.2 billion is about US$3.4 billion. 
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have experienced significant problems due to gambling.  The most severe of this 
group of gamblers were classified as “probable pathological gamblers”, who formed 
2.1% of the population.  Another group with less severe problems was classified as 
“probable problem gamblers”, making up 2% of the population.  The overall 
prevalence of both probable pathological and problem gamblers was 4.1% (MCYS, 
2005).  This prevalence rate is comparable to similar studies done in Hong Kong and 
Macau, which are majority-Chinese urban societies (ibid).   
 In 2008, MSF/MCYS repeated the prevalence study and found that the overall 
prevalence of probable pathological and problem gamblers had dropped to 2.9%, 
where 1.2% were probable pathological gamblers and 1.7% were probable problem 
gamblers.  They explained this drop in the prevalence due to random fluctuation of 
gambling participation reported by the survey respondents (MCYS, 2008).  The third 
follow-up study was completed in 2011 and the results were recently released.  It 
showed that in spite of the opening of the casinos in 2010, the overall gambling 
participation rate in Singapore had dropped from 54% in 2008 to 47% in 2011.  
Hence, the availability and accessibility of the new casinos has not resulted in more 
people turning to gambling.  The latest study in 2011 also reported a slight dip in the 
overall probable pathological gambling and probable problem gambling rate, from 
2.9% to 2.6% (1.4% probable pathological gamblers and 1.2% probable problem 
gamblers) compared with the 2008 study.  These minor changes were again attributed 
to random fluctuations of gambling participation rate over time (NCPG, 2012). 
 Generally, the consensus in the field of problem gambling studies has 
indicated that the prevalence of problem gambling (including pathological gambling) 
tends to hover between 2%–5% at any given time.  I have noted that the use of various 
terminologies like problem gambling, pathological gambling, probable pathological 
7 
 
gambling, etc, can be rather confusing.  In Chapter Two, I shall discuss these labels in 
greater depth and clarify the use of the term, “problem gambling,” as the main 
concept for this study when referring to gambling that has caused significant 
interpersonal, psychosocial and relational problems to the individual.  
Social Safeguards 
 While social gambling is widely accepted here, many in Singapore are also 
concerned about the ills of gambling and its impact on individuals, families and wider 
society.  This is because vice activities such as crime, prostitution, money laundering 
and illegal money-lending are often associated with casinos.  To address the problem 
of Singaporeans being lured into, and getting addicted to gambling, especially with 
the new casinos in the pipeline, the government set up the National Council on 
Problem Gambling (NCPG) in August 2005 and adopted a consultative and integrated 
approach in dealing with the menace of problem gambling.  The NCPG is made up of 
prominent members of Singapore society from various professional and cultural 
backgrounds.  The council members are appointed by the Minister for Community 
Development, Youth and Sports to advise, guide and oversee the development of 
services dealing with gambling and its related problems.  With the setting up of 
NCPG, several social safeguard measures were implemented.  
 The first and most pragmatic social safeguard is the casino levy collected by 
the government.  This levy is a daily entrance fee of $100 for Singaporeans and 
Permanent Residents who enter the two casinos.  It is hoped that by imposing such a 
high entrance fee, potential gamblers would be deterred from being driven by 
curiosity to punt in the casinos.  However, tentative indication revealed that gamblers 
are generally undeterred by these charges.  In less than six months since the opening 
8 
 
of the casinos, the government had reportedly collected $70 million in casino levy 
(Lim, 2010).  
 The second safeguard involves enacting new legislations to bar certain 
individuals from entering the casinos.  Under the Casino Control Act, exclusion 
orders can be issued to individuals to prevent them from entering the casinos in the 
two IRs.  There are three types of exclusion orders.  The first is the Self-Exclusion 
order, which individuals can voluntarily apply to exclude themselves from entering 
the casinos.  These are individuals who do not want to enter the casino or those who 
have a gambling problem and do not think they could resist or control themselves 
from entering the casino to gamble.  The second type is the Family Exclusion Order 
(FEO), which empowers family members to apply for an exclusion order to prevent 
their family member who is a gambler from entering the casinos.  These individuals 
may include problem gamblers who have yet to recognize or accept their gambling 
problem and have caused great pain and grief to their families.  A panel of assessors 
comprising NCPG Council Members, trained social service professionals and 
community leaders were appointed by the Minister for Community Development, 
Youth and Sports to review and determine if these orders should be granted.   
 When there is an application for an FEO, a Committee of Assessors (COA), 
comprising 3 members from the panel would be formed to hear the merits of the 
application and to determine if an FEO is to be issued to the respondent, i.e., the 
alleged problem gambler.  Since the enactment of this legislation, 750 FEOs have 
been issued (MCYS, 2011a).  Initially, the application for an FEO took about 6 weeks 
to process.  However, due to some public outcry that the time taken was too long, the 
NCPG reviewed and streamlined the procedures involved.  Currently, a typical 
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application takes about 2 weeks to complete, from the time an application was made 
to the eventual issuance of the FEO. 
 The last type of exclusion order is known as Third-Party Exclusion order, 
where certain segments of the population are automatically barred from entering the 
casinos.  These include undischarged bankrupts and recipients of government 
financial aid such as Public Assistance and other similar forms of social welfare 
assistance.  It should be noted here that the legislative power of all 3 types of 
exclusion orders is restricted only to the 2 casinos operated under the 2 IRs.  
Gamblers who are issued with any of those orders can still gamble at other legalized 
gambling channels, such as betting in Singapore Pools, playing jackpot machines in 
certain clubs, or gambling in casinos onboard cruise ships.   
 The third social safeguard involves developing a comprehensive three-tiered 
approach to deal with problem gambling issues in the community (NCPG, 2006).  The 
first tier involves training workers in the community and social service sectors to 
identify individuals and families affected by a gambling problem, and equipping these 
workers to refer such cases for specialized help at two counseling centers, namely, 
Care Corner Family Service Centre and Thye Hua Kwan (THK) Problem Gambling 
Recovery Centre, which provide the second-tier intervention.  In 2009, following an 
interim review by the NCPG, it was decided that only THK Gambling Recovery 
Centre should continue to provide the second-tier intervention, while Care Corner 
Family Service Centre decided to stop its service.  The scope of THK Gambling 
Recovery Centre’s services was also revised to focus on providing public education 
and assisting family members to apply for the FEO against the problem gambler at 
home.  This move differentiated THK Gambling Recovery Centre’s services from the 
third tier, which involves specialized treatment for problem gamblers offered by the 
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National Addictions Management Service (NAMS) located at the Institute of Mental 
Health (IMH), Singapore.  NAMS was earmarked jointly by NCPG and the Ministry 
of Health, Singapore (MOH), as the mainstay of professional treatment for those with 
problem and pathological gambling.  NAMS employs a holistic and multidisciplinary 
approach comprising medical, psychiatric, addiction counseling and other allied 
health care services such as social work, psychology and occupational therapy, while 
working to support the families of the recovering gamblers.   
The Three-Tiered Approach in Helping Problem Gamblers in Singapore 
 In Singapore, there are professional services established to help people with 
gambling problems.  The overarching national strategy to help problem gamblers is 
provided through the comprehensive three-tiered approach described in the preceding 
section.  In the first tier, island-wide community-based social service agencies such as 
the 42 Family Service Centres (FSCs), the 5 Community Development Councils 
(CDCs) and grassroots organisations such as the numerous Residents’ Committees 
(RCs) in public housing estates provide the first line of assistance and support to 
individuals and families with a gambling problem.  These agencies provide the first 
contact point, where people with gambling problems can be screened and referred to 
the second- or third-tier agencies.  For less severe cases, referrals are made to the 
second-tier center, namely, THK Problem Gambling Recovery Centre.   
 For more severe cases in which individuals are suspected to suffer from 
comorbidities like depression, anxiety disorder, sleep disorder, impulse control 
disorder and other addictive disorders, the first- and second-tier centers can refer them 
to NAMS.  NAMS offers tertiary care and is equipped to provide inpatient treatment 
and structured outpatient programs for problem gamblers and their families.  In 
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addition, NCPG has also funded a National Problem Gambling Helpline for problem 
gambling manned by trained counselors from both THK Problem Gambling Recovery 
Centre and NAMS.  Callers needing help are encouraged to come in for assessment 
and treatment.  On an average month, about 200 genuine calls are received through 
the helpline from either distressed gamblers or their families.  The average debt size 
of these problem gamblers is about $36,000 (Yeo, 2008).  According to the Ministry 
of Manpower’s statistics, the median monthly wage of a Singaporean worker in 2008 
was $2,897 (Ministry of Manpower, n.d).  This clearly illustrates the magnitude of the 
debt problems faced by problem gamblers.  However, the actual number of cases 
seeking help through the helpline remains very low, at only about 2 cases a month 
(Yeo, 2008).  
Overview of Problem Gambling Treatment in Singapore 
Cognitive-Behavioral Treatment  
 Cognitive-behavioral treatment (CBT), which consists of a combination of 
cognitive therapies and behavioral interventions, is considered to be one of the more 
effective approaches in the treatment of problem gambling (Ladouceur & Lachance, 
2006; McCown, 2004).  In CBT, problem gambling is seen to be a result of erroneous 
cognitive beliefs about control, prediction and chance.  The goal of treatment is to 
identify and change these erroneous beliefs and their associated problematic behaviors 
through a series of cognitive and behavioral interventions so as to reduce gamblers' 
propensity to gamble beyond their means.  The treatment approach used by the Tier 2 
and 3 centers, namely, THK Problem Gambling Recovery Centre and NAMS, is 
predominantly CBT, whereby treatment is customized according to the problem 
gambler’s needs and problems.  It is carried out in both individual and group therapy 
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formats.  Individual therapy typically takes about 8–10 weekly sessions over a period 
of three months.  The gamblers are guided on a structured basis to learn about 
problem gambling and, together with their counselor, they are able to track their own 
progress through homework, such as journaling, through which they record their 
urges, identify erroneous beliefs and formulate discrepancies in their beliefs, learn 
specific ways to challenge their erroneous cognitions, and acquire behavioral skills 
through role-plays and rehearsals to apply in real-life situations. 
 In spite of CBT’s documented efficacy, I found—based on my previous 
clinical experience as the former head of counseling in NAMS—that a vast majority 
of our local problem gamblers were unable to commit to working on their problems 
long enough for counselors to assess the effectiveness of CBT.  It is not uncommon 
for patients to come for therapy without completing their homework.  Although there 
is no local data on the efficacy of CBT for problem gambling, there were many 
overseas studies which indicated that a significant proportion of problem gamblers 
who sought help did not complete their treatment (Ladouceur et al., 2001; Westphal, 
2006).  According to Ladouceur (R. Ladouceur, personal communication, October 14, 
2008), about one out of two would not turn up for a second session of CBT treatment 
in problem gambling.  In Singapore, about 75% of the 110 problem gamblers who 
sought help at THK Problem Gambling Recovery Centre reportedly stopped coming 
after one or two sessions (Tan, 2007).  
Pharmacological Treatment  
 While the first line of treatment for problem gambling is mainly psychosocial 
interventions such as CBT, pharmacological treatment has also been found useful to 
treat some problem gamblers with dysfunctional serotonergic and dopaminergic 
systems.  These medications include selective serotonin reuptake inhibitors that aim to 
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reduce impulsivity resulting from serotonergic dysregulation, and mood stabilizers 
that target affective instability.   
 As pharmacological treatment is only authorized for medical settings in 
Singapore, only NAMS, which is a tertiary healthcare institution, is able to provide 
this form of treatment.  In NAMS, the psychiatrists follow a strict protocol of 
administering psychotropic medication to patients with problem gambling only if they 
have been assessed to have comorbid psychiatric disorders such as mood disorder, 
substance use disorder, anxiety disorder and impulse control disorder.  This is largely 
because pharmacological treatment for problem gamblers is relatively new.  To date, 
there is little empirical evidence to support the efficacy of pharmacological 
intervention in improving problem gambling in the long term.  
Abstinence-Based 12-Step Treatment   
 Gamblers Anonymous (GA) is a self-help group modeled on Alcoholics 
Anonymous, whose disease model on problem gambling is the cornerstone of therapy.  
It is regarded as one of the most popular and extensively accessed mode of treatment 
for problem gambling (George & Murali, 2005).  Therapy is based on the premise of 
the 12-step model, through which gamblers-in-recovery help one another work 
through steps 1 to 12 by attending and participating regularly in group meetings.   
 The major advantage of GA is anonymity, and anyone who has the desire to 
stop gambling is accepted to participate in the group.  The 12-step model also 
emphasizes the spiritual and existential aspects of recovery, from which gamblers-in-
recovery can draw strength.  Unfortunately, the anonymity principle of GA has 
resulted in limited empirical evidence available to support the efficacy of the 12-step 
model.  To date, there has only been one empirical study, done in 1988, in which 232 
participants of GA groups were surveyed.  In this study, Stewart and Brown (1988) 
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found rather low rates of abstinence and high dropout rates among GA participants.  
At the 1-year follow-up, only 7.5% remained abstinent.  Nearly 25% of new members 
who attended a first meeting did not attend a second one, and about 75% attended 
fewer than 10 meetings.   
In Singapore, there are very few GA groups available; most notable are the 
GA groups that run in One Hope Centre and WE Care Community Services, both of 
which are community-based voluntary welfare organizations.  Even the efficacy of 
these GA groups that run in these centers remain unknown, as there is no information 
available in the public domain.  As these two centers do not receive funding from 
NCPG or the government, there is no direct jurisdiction from relevant government 
bodies to regulate their practice. 
Motivational Enhancement Therapy   
 Motivational enhancement therapy is a common form of therapy approach 
used in the treatment of addiction.  Its roots can be traced to the transtheoretical model 
of change.  Change is conceptualized as a process that occurs over a few stages, 
namely, precontemplation, contemplation, preparation, action and maintenance 
(Proschaska, DiClemente, & Norcross, 1992). 
 In motivational enhancement therapy, the counselor aims to promote the 
gambler’s readiness to change his/her problematic gambling behavior through 
exploring and resolving ambivalence, providing support and empathic understanding, 
and minimizing resistance (Rollnick & Miller, 1995).  According to Tan (2008), in 
her retrospective investigation of a small number of problem gamblers who 
successfully completed the treatment program in NAMS, anecdotal elements of 
motivational enhancement were reported as one of the key factors in treatment 
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retention.  Currently in NAMS, principles of motivational enhancement are used to 
augment the impact of CBT in the treatment of problem gamblers.  
Treatment for Families and Significant Others  
 The negative impact of problem gambling on the family and significant others 
can be rather extensive.  They include financial pressure of debt, emotional distress, 
loss of trust and intimacy, and dysfunctional relationships (Lim, 2010; Shaw, 
Forbush, Schlinder, Rosenman, & Black, 2007).  Other problems commonly cited in 
previous studies were poor communication, family violence, and development of 
problem gambling and other addictions within the family (Abbott, 2001; Grant & 
Kim, 2001; Lesieur, 1996; Lim, 2010).  
 The involvement of the family and significant others in the treatment of 
problem gambling has improved treatment outcomes and retention in treatment.  
Ingle, Marotta, McMillan, and Wisdom (2008) found that having family members or 
significant others participating in treatment helped to improve the odds of treatment 
success and retain the gambler in treatment.  In NAMS’ treatment of problem 
gamblers, families and/or significant others are invited to participate in treatment.  
Family or couple units may then receive interventions such as family psychoeducation 
to understand problem gambling, couple or family therapy to work on their 
relationship issues, debt and financial counseling to manage and protect the family’s 
finances, or attend family groups where they can learn and draw support from other 
families in similar predicaments.  In other treatment centers like One Hope Centre and 
WE Care Community Services, spouses or significant others can attend Gam-Anon, 
while the gamblers attend GA meetings.  Gam-Anon is a 12-Step equivalent program 
for family members of problem gamblers.  Both GA and Gam-Anon meetings are said 
to run concurrently in different rooms within the centers’ premises.  These family-
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based interventions essentially provide support to family members and significant 
others of problem gamblers.  According to Krishnan and Orford (2002), the positive 
emotional support offered to family members and their mastery of providing positive 
support to the gambler without condoning the gambler’s gambling behaviors were the 
most important factors in determining a family’s ability to cope with problem 
gambling at home.   
Statement of the Problem 
 The study of problem gambling is a very new field in Singapore, even though 
gambling in the local population has existed since the early colonial days of the 
nation’s history.  It was only in the last 8 years that there is an increasing interest to 
study this social phenomenon, and the interest was mainly sparked by the 
government’s decision to allow casinos to operate in Singapore.  This decision was a 
major turning point as the government had always resisted similar suggestions in the 
past.  This represents recognition that a properly-regulated gaming industry is capable 
of playing a prominent role in driving Singapore’s economy.  Economic data from 
developed countries showed that a vibrant and well-regulated casino industry can 
create good job openings and promote the development of the service and hospitality 
sectors for the larger good of the country. 
 Nevertheless, beyond the few gambling participation and prevalence studies 
done by MSF/MCYS and NCPG (MCYS, 2005, 2008; NCPG, 2007; 2012), very little 
is known about problem gambling in Singapore.  The government-commissioned 
studies provided only very tentative and limited data, centering mainly on gambling 
participation and prevalence in the general population.  One of the major limitations 
of these studies is that even after two repeated follow-up surveys in 2008 and 2011, 
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we still have not acquired a good understanding of the prevalence of problem 
gambling and the factors associated with it.  In 2005, the overall probable 
pathological and problem gambling rate was estimated to be 4.1%.  In 2008, it 
dropped to 2.9%, and in 2011, it was reported as 2.6%.  Yet, these studies were unable 
to provide satisfactory explanations to the changes in the prevalence of problem 
gambling.  
As highlighted earlier, the MSF/MCYS and NCPG studies mainly centered on 
identifying the differences in gambling patterns between problem and non-problem 
gamblers, such as the gamblers' expenditure on gambling, the types of gambling 
games, and the frequency and intensity of gambling.  The difference in gambling 
patterns is often a manifestation of problem gambling rather than the cause of 
problem gambling (National Research Council, 1999; Petry, 2005; Shaffer, Hall, & 
Vanda Bilt, 1999).  These studies were unable to shed light on psychosocial factors 
that distinguished between the problem and non-problem gamblers as that was not 
their purpose.  The limitations of these government-commissioned studies will be 
further discussed in Chapter Two of this dissertation.   
 In recent years, there were a few preliminary studies done in Australia that 
suggested that gamblers who were more inclined to seek help had lower severity of 
problem gambling (Breen, 2011; G21, 2009; Hing & Breen, 2008).  Is there a link 
between people's awareness of problem gambling and the availability of help services 
in Singapore, and gamblers’ openness to seeking help to ameliorate problems 
resulting in gambling?  Is it plausible that we are seeing a decline in the prevalence of 
problem gambling in Singapore over the years from 2005 to 2011 (MCYS, 2005, 
2008; NCPG, 2012) because openness to seeking help is a protective factor?   
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In essence, this study aims to bridge the gap that has been overlooked by the 
various local studies that is to establish the psychosocial factors associated with 
problem gambling in Singapore, including whether the openness to seeking help has 
an effect on problem gambling.  This would enable policy makers, treatment 
providers and frontline social workers to identify certain groups of gamblers who may 
be at risk of developing problem gambling so that appropriate strategies can be 
developed to reach out to them.  At present, there is no localized data on this area.  
 Secondly, despite the concerted efforts by NCPG in providing a number of 
public education campaigns and establishing various treatment services from 
government-led and non-governmental sectors in Singapore, the number of people 
who came forward to seek help from the second- and third-tier centers was fairly low.  
According to the Minister for Community Development, Youth and Sports, in his 
reply during the parliament sitting on May 21, 2007, a total of 178 individuals or 
affected family members were seen from 2006 to March 2007 (Parliamentary 
Debates, 2007).  Moreover, 75% of the 110 gamblers who sought help at THK 
Problem Gambling Recovery Centre stopped turning up after attending one or two 
counseling sessions (Tan, 2007).  NAMS, since its inception in 2001 to 2008, has seen 
about 350 individuals seeking treatment for gambling problems (Lee et al., 2009).  
The low rate of help seeking seen in the initial years of establishing problem gambling 
treatment services is understandable as people were slowly gaining awareness about 
problem gambling and the types of help available.  We have seen some gradual 
improvement over the past 3 years, and for the first 8 months in 2011, a total of 568 
gamblers reportedly sought help at the two specialist centers (MCYS, 2011b).  
However, there is neither data on factors that propelled these gamblers to seek help, 
nor on the eventual outcomes of those who sought help at these two centers.  As for 
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the non-government funded help services like We Care and One Hope Centre, the 
number of help seekers is likely to be very small even though there is no published 
data, as their operation have remained very small.   
 According to the latest Singapore Population Census, there are about 2.34 
million Singaporeans and Permanent Residents aged 20 and above (Department of 
Statistics Singapore, 2010).  In view of the 2%–4% of the adult population in 
Singapore who are considered problem gamblers, it is quite clear that a great 
proportion of problem gamblers are not seeking professional help.  This is supported 
by the findings from NCPG’s survey of perception and attitudes toward gambling 
issues in Singapore conducted in 2007, where more than 78% of the respondents 
indicated that they would turn to their families for help, rather than to seek 
professional assistance (NCPG, 2007).  Studies from other countries where problem 
gambling services have been more established and developed for a number of years 
indicated that their rate of help seeking among problem gamblers ranged between 8% 
(National Research Council, 1999) to 10% (Productivity Commission, 1999, 2010).   
 Based on the our help seeking numbers of about 600 cases for the first three 
quarter of 2011 (MCYS, 2011b), even if the number of problem gamblers seeking 
help were to increase dramatically by two fold to about 1,200 per year, this number is 
only slightly above 2.5%, compared with 8% to 10% seen in other countries like the 
United States, Canada and Australia.  Hence, it is quite evident that help seeking for 
problem gambling is very low in Singapore and there is an urgent need to find out 
what factors affect gamblers in seeking help for their gambling problems.  At this 
juncture, there is no study that has looked into help seeking for problem gambling in 
Singapore.  It is therefore timely to embark on this exploratory research to find out the 
reasons why gamblers would or would not seek help for problem gambling and 
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establish some of the factors that are associated with help seeking.  By acquiring a 
better understanding about problem gambling and help seeking can help policy 
makers and treatment providers to strategize and formulate appropriate responses to 
manage problem gambling in Singapore.  
Summary 
 This chapter has provided a brief overview of the context of gambling in 
Singapore.  It is a widely accepted social and recreational activity that slightly less 
than half of the adult population in Singapore would have participated at least once in 
the past one year.  However, there have been very limited studies done to help us 
understand more about problem gambling.  The few government-commissioned 
studies done in recent years seem to indicate that problem gambling affects only a 
small percentage of the population and the prevalence of problem gambling in 
Singapore is somewhat comparable to international norms.  Nonetheless, as these 
studies mainly looked at gambling-related variables, they were unable to provide 
more insight into other psychosocial factors that are related to problem gambling in 
Singapore.   
Furthermore, even having established a comprehensive structure of social 
safeguards ranging from legislative orders and provision of professional services to 
help those affected by problem gambling, our help seeking rate for problem gambling 
is very low compared with other countries.  Thus far, there has been no study in 
Singapore that research on help seeking in problem gambling.  As such, this study 
aims to provide some insight into the two areas of concern, namely, understanding the 
psychosocial factors associated with problem gambling and help seeking.  At present, 
our understanding about problem gambling is mainly derived from studies that were 
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conducted in other countries where their social context is quite different compared to 
ours.  Localized empirical data can build our understanding and knowledge in this 
little-known but ubiquitous social phenomenon, thereby promoting a deeper 
appreciation of the factors that are associated with problem gambling and help 
seeking.  In particular, this study can provide the building blocks to our theorization 
of problem gambling and help seeking in Singapore, from which important 





Chapter Two: Review of Literature 
 Gambling is defined as an activity whereby a person engages in a wager of 
money on the outcome of chance or uncertainty, with the objective of winning the 
wager (Chamberlain, 2004).  With the proliferation of gambling avenues and 
opportunities in modern times, there are individuals who encounter problems in major 
domains of their lives as a result of gambling.  The current consensus in the treatment 
and research literature suggests that gambling-related problems exist on a continuum 
from no gambling to severe or pathological gambling (National Research Council, 
1999; Petry, 2005; Shaffer, Hall, & Vanda Bilt, 1999).  The first part of this chapter 
reviews the current understanding of problem gambling through the various models of 
explanation specific to problem gambling, while the second part looks at help seeking 
for problem gambling.   
Part I: Problem Gambling 
Terminologies of Gambling Problems 
The continuum of gambling behavior.  It is widely accepted that taking part 
in gambling could pose certain financial risks as a result of losing money.  While it is 
possible that individuals may suffer adverse biological, psychological and social 
consequences from gambling (American Psychiatric Association, 2000), this does not 
occur to every gambler.  Gambling behavior and problems are noted to exist on a 
continuum ranging from no gambling to extreme harm caused by gambling (Centre 






Figure 1. Continuum of gambling behavior. 
On this continuum, those who do not gamble form the extreme left portion.  
There are some people who gamble occasionally for fun and recreation.  This form of 
gambling is known as casual social gambling.  For those who gamble regularly as 
their main form of entertainment, they are known as serious social gamblers.  But for 
this group, gambling has not caused any problem in their lives.  For those whose 
gambling has affected their personal life, occupational performance and their 
relationships, they have already engaged in what is considered harmful involvement 
in gambling.  On the extreme end are the pathological gamblers whose gambling 
behavior has seriously harmed the major aspects of their lives.  These would typically 
include comorbid mental and physical health conditions, suicidal attempts, financial 
devastation, marital and family breakups.  This continuum of gambling is not a linear 
progression where people start from a non-gambler to eventually becoming a 
pathological gambler.  Instead, people can be located at various points of the 
continuum and move along it depending on the intensity and problems encountered 
while gambling (Gambling Research Australia, 2005; National Research Council, 
1999).  
Concepts and labels.The wide variation in the manifestation of problems due 
to gambling has led to different labeling of the behavior—largely depending on the 
context, severity of the problem, and the interests of those studying the 
phenomenon.Some of the common terminologies found in the literature include 
compulsive gambling, gambling addiction, disordered gambling, probable 
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pathological gambling, or probable problem gambling.  For example, in the most 
recent survey on gambling participation in Singapore, the terminology used by MSF 
was “probable pathological gambling” or “probable problem gambling” (NCPG, 
2012).  On the other hand, in a clinical research paper published in 2009 by clinicians 
at NAMS, the term “pathological gambling” was used (Lee et al., 2009).  This 
confusing labeling of gambling-related problems arises due to differences between 
epidemiological and clinical conceptualizations of the phenomenon.   
 In prevalence studies, researchers typically rely on screening instruments to 
identify individuals who may fit the profile of having a gambling problem; whereas 
for clinical research studies, only individuals who fulfill the diagnostic criteria for 
pathological gambling are included.  Yet, the common ground between both 
epidemiological and clinical research is the underlying assumption that problem 
gambling can be measured in terms of the frequency, intensity and severity, despite it 
being a complicated and multidimensional construct.  
 Pathological versus problem gambling.  The term “pathological gambling” is 
defined as a persistent and recurrent maladaptive gambling behavior characterized by 
an inability to control gambling, leading to significant problematic psychosocial 
consequences in personal, familial, financial, professional and legal domains 
(American Psychiatric Association, 2000).  According to the Diagnostic and 
Statistical Manual of Mental Disorders (4
th
 Edition Text Revision, DSM-IV TR), 
pathological gambling is classified as an impulse control disorder, with the following 
defining diagnostic characteristics (APA, 2000): 
1. “Preoccupation with gambling (e.g., preoccupied with reliving past 
gambling experiences, handicapping or planning the next venture, or 
thinking of ways to get money with which to gamble).  
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2. Needs to gamble with increasing amounts of money in order to achieve 
the desired excitement. 
3. Repeated unsuccessful efforts to control, cut back, or stop gambling. 
4. Being restless or irritable when attempting to cut down or stop 
gambling. 
5. Using gambling as a way of escaping from problems or of relieving a 
dysphoric mood (e.g., feelings of helplessness, guilt, anxiety, 
depression).  
6. Chasing losses. 
7. Telling lies to family members, therapist, or others to conceal the 
extent of involvement with gambling. 
8. Has committed illegal acts such as forgery, fraud, theft, or 
embezzlement to finance gambling. 
9. Jeopardizing or losing a significant relationship, job, educational or 
career opportunity because of gambling. 
10. Relying on others to provide money to relieve a desperate financial 
situation caused by gambling.” (pp. 671–674) 
 An individual who fulfills five or more of the diagnostic criteria listed above 
can be diagnosed as a pathological gambler.  This clinical diagnostic system assumes 
that pathological gambling as a disorder can be identified through certain 
characteristic signs and symptoms.  From this clinical perspective, a pathological 
gambler is psychologically and behaviorally distinctive from a non-pathological 
gambler, and there are two categories of gamblers: pathological and non-pathological.  
Once an individual meets a certain cutoff point (in this case, five or more of the 
diagnostic criteria), he is diagnosed as a pathological gambler.   
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 An important implication of this clinical diagnostic system is the irreversible 
nature of the diagnosis (Shaffer, et al., 1999).  This means that after an individual has 
been diagnosed as a pathological gambler, the diagnostic label stays with him/her for 
life.  Even if he has stopped gambling and no longer suffers from the adverse 
consequences of gambling, his condition is considered to be in remission.  He cannot 
revert to the classification as a non-pathological gambler.  Abbott and Volberg (1999) 
have criticized this categorization as overly simplistic, and ignoring the great 
variations found within the two categories of gamblers.  This lifetime labeling of a 
pathological gambler is a double-edged sword.  While it helps the gambler understand 
that pathological gambling is a medical condition that can be treated, pathological 
labels are often associated with negative social stigma. 
 Problem gambling, compared with pathological gambling, is a more 
encompassing term that generally reflects the experience of significant gambling-
related negative consequences.  It is used mainly in the contexts of public health and 
epidemiology to describe harm caused by gambling to an individual, his/her family 
and the wider community.  The harmful effects of gambling can include financial 
problem, loss of employability and productivity, relationship strains in the family, 
risks of family violence, substance abuse and mental health problems (Ee, Pang & Ho, 
2004; Lim, 2010). 
 In recent years, clinicians in NAMS have come to accept the limitations of the 
DSM-IV TR diagnostic system as they have seen individuals who do not meet the full 
diagnostic criteria of pathological gambling come for treatment to address the wide 
array of problems caused by their gambling.  For this group of individuals, they 
usually meet one or more, but less than five, of the diagnostic criteria for pathological 
gambling.  Hence, for the purposes of case formulation, treatment and management, 
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they are classified as “problem gamblers.”  This is in line with the subclinical level of 
gambling problems identified by Shaffer et al. (1999).   
 For the purpose of this study, I will utilize the concept of problem gambling to 
refer to problems as a result of an individual’s continued engagement in gambling in 
spite of the damaging and harmful consequences to himself and others around him.  
This would include both pathological and problem gamblers and this 
conceptualization is consistent with the general consensus among researchers, the 
treatment community and policy makers that problem gambling exists on a continuum 
of severity and harm (Marotta, 2009; National Research Council, 1999; Strong & 
Kahler, 2007).  Based on Figure 1, it would include those who are engaging in 
harmful involvement of gambling to pathological gambling.  
 Problem gamblers versus active gamblers.  A person who is labeled as a 
problem gambler has to be assessed by a trained professional based on some objective 
criteria on problem gambling such as the DSM-IV TR (APA, 2000) or from 
standardized problem gambling screening tools such as the Problem Gambling 
Severity Index (Ferris and Wynne, 2001).  However, the vast majority of gamblers 
who experienced damaging consequences in the major domains of their lives are not 
assessed for problem gambling.  In fact, it is estimated that only about 8% (National 
Research Council, 1999) to 10% (Productivity Commission, 1999, 2010) of problem 
gamblers have sought help for their gambling problem.  Even though most problem 
gamblers do not seek help and are largely hidden, many of them manifest similar 
gambling patterns such as higher frequency and intensity of gambling.  The term, 
active gambler, is used to describe someone who engages in gambling on a frequent 
basis and to whom gambling is a regular feature of life (Chan & Ohtsuka, 2013; 
Hodgins & El-Guebaly, 2000; Rosecrance, 1988).  Active gamblers should fall 
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between serious social gamblers and pathological gamblers on the continuum of 
gambling shown in Figure 1.  This means that while not all active gamblers are 
problem gamblers, most problem gamblers are actively gambling (Chan & Ohtsuka, 
2013; MCYS, 2008; NCPG, 2012; Rosecrance, 1988).  In terms of prevalence of 
problem gambling among active gamblers, data from other countries appears to 
indicate that the prevalence rate is considerably higher than in the general population.  
In Australia, the prevalence of problem gambling for this group was about 15% 
(Productivity Commission, 2010), while it was 11% reported in South Africa (Dellis, 
Spurrett, Hofmeyer, Sharp, & Ross, 2013).  I shall discuss in the next chapter the 
rationale for choosing active gamblers as my study population.  
Theories of Problem Gambling 
Problem gambling is a rather complex phenomenon and there are many 
different theories that attempt to explain its genesis and etiology.  In the next section, 
I will present some of the major theories on problem gambling and discuss their 
relative merits and limitations.  These would include classical theories of addiction 
(e.g., disease model and the psychodynamic theory), addiction theory, biological 
theories, psychological theories and social theories.  I will synthesize the literature 
with some key local studies on problem gambling and justify why I have chosen to 
use the biopsychosocial model as the theoretical framework for my study on problem 
gambling. 
Classical theories. 
Medical or disease model. The medical or disease model is a well-known 
view of addiction which postulates that addictive behaviors are the results of an 
underlying disease within an individual.  This model is premised upon three main 
tenets, namely, gambling is seen as a disease that prevents the individual from 
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controlling his/her excessive gambling; the disease cannot be cured; and nature of the 
disease is progressive.  The main implication of this model is that recovery is a life-
long process.  As the individual cannot be fully cured, he is susceptible to relapses.  
Hence, abstinence is crucial to keep the disease in remission.  Due to the progressive 
nature of the disease, the addictive behavior will worsen unless the individual receives 
treatment. 
 Related to the medical or disease model is the developmental stages of 
problem gambling conceptualized by the late psychiatrist Robert Custer (Custer & 
Milt, 1985).  In his classic paper in 1985, Custer pointed out that gambling problem 
develops according to a few key stages (Custer & Milt, 1985).  During the initial stage 
known as the winning phase, gambling occurs as a harmless recreation.  The gambler 
experiences a big win and becomes more confident as he gains more gambling skills 
and knowledge.  Driven by the unrealistic expectation that he will continue to win, he 
places more bets and eventually hits a losing phase, where his losses are more than his 
winnings.  In this phase, the gambler resorts to ‘chasing’ in order to recover his earlier 
losses.  This is the phase where the gambler loses control.  He continues to pour in 
more money, making more reckless judgments and riskier wagers that eventually 
compound his losses further.  The desperation phase sets in when the gambler realizes 
that his chasing of losses has led to complete decimation of his resources, where he 
faces severe adverse consequences like huge financial debts, strained or broken 
relationships, loss of job, and legal-criminal problems.  At this stage, the gambler may 
contemplate drastic actions, such as committing a crime, or suicide.  Custer’s model 
(1985) appears to be an elegant way of framing problem gambling into a predictable 
cycle.  However, his theory was mainly based on the common clinical features that he 
had seen in the patients whom he treated for compulsive gambling.  In my own 
30 
 
clinical experience, it is not uncommon to see gamblers who have never experienced 
any ‘big win’ or the winning phase from gambling.  
 The medical or disease model has several advantages that led to its popular 
embrace by treatment providers and persons-in-recovery in the addiction field.  
Labeling gambling as a disease destigmatizes and raises hope and dignity of those 
afflicted by problem gambling.  The removal of shame helps them to seek treatment 
early, and the notion of remission means that maintaining abstinence is paramount to 
preventing a relapse, since there are easy access and numerous opportunities for 
gambling in our modern society.  On the other hand, this model fails to explain why 
there is no universal penetration rate, that is, not everyone who has similar risk factors 
will progress to become a problem gambler or hit the desperation phase.  In addition, 
this model also cannot explain the phenomenon of natural recovery, where individuals 
who have problems with problem gambling recovered without ever seeking formal 
treatment (Slutske, 2006).  According to a study by Slutske (2006) on natural 
recovery, about one-third of untreated pathological gamblers stopped experiencing 
any gambling problems after one year.  I will discuss natural recovery further at a 
later part of this chapter.   
 Psychodynamic theory.  Psychodynamic theory on problem gambling 
originates from Freud’s psychoanalytic theory (1928), in which he largely theorized 
from his work with his patient, Dostoevsky.  Compulsive gambling was explained as 
a substitution for masturbation (Freud, 1928).  Generally, problem gambling can be 
viewed as an individual’s attempt to use gambling as an irrational means to resolve 
unconscious internal conflicts that could be traced back to the person’s early 
formative years.  These conflicts arise from anxiety that impinges on the ego when it 
tries to mediate between the opposing forces of the id and the superego.  The id is 
31 
 
driven by its need to satisfy basic instinctive demand of gratification, whereas 
overbearing social and moral forces manifest in the form of the superego.  When the 
level of anxiety becomes too great for the ego to control, it turns to escapist behaviors, 
such as in the form of gambling, as a temporary relief, as seen in Figure 2: 
 
Figure 2. The psychodynamic model of problem gambling. 
 According to Bergler (1958) who further developed Freud’s ideas, problem 
gamblers have an unconscious desire to lose.  Their repeated gambling, despite all the 
losses and the disapproval from society, represents an “unconscious rebellion against 
logic, intelligence, moderation, morality, and renunciation” (Bergler, 1958, p. 18).  
Rosecrance (1985) surmised that such gamblers are ill and therefore have to be 
treated, rather than being subjected to moral condemnation.  Psychodynamic theory 
has helped to shift the focus of viewing the problem gambler as a moral misfit to 
someone who is a victim of intense internal conflict who needs to be helped, which is 
similar to the medical model.  The assumption here is that treatment through 
psychoanalysis can help the gambler to understand that his/her distorted perception of 
risk-taking in gambling is largely due to his/her weakened ego and unresolved inner 
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conflicts with authority figures, most notably, his/her parents.  Educating the gambler 
about the facts of gambling, the low probability of winning, and the other non–self-
destructive means of coping with his/her current reality can help to ameliorate his/her 
problem gambling. 
 On the other hand, critics of the psychodynamic theory find the theory overly 
pessimistic about human coping and giving too much emphasis on constant 
conflictual states experienced by people.  Positive human qualities like altruism, 
unconditional love and affection, the capacity for growth and the inner motivation for 
well-being are not explained by the theory.  In addition, concepts of the personality 
structure such as the id, ego and superego are abstract ideas that cannot be measured 
or objectively proven.  As such, there is very limited research evidence that supports 
this view of problem gambling. 
 Addiction theory. The theory of addiction posits that an individual addicted 
to gambling would manifest problematic behavioral patterns characterized by 
compulsion to gamble, losing control over limiting or stopping him/herself from 
gambling, and continuing to gamble despite adverse consequences to oneself and the 
family.  In this sense, problem gambling as an addiction is not too different from 
substance addiction; the only difference is that there is no ingestion of a psychoactive 
substance by the gambler.  According to McCown and Chamberlain (2000), problem 
gambling shares numerous commonalities with substance addiction, such as cravings, 
high relapse rate, loss of control, preoccupation, developing tolerance, used as means 
of escaping problems, and disruption of families.   
Although pathological gambling has been classified as an impulse control 
disorder under DSM-IV TR, it is widely noted that pathological gambling shares more 
common features with other addictions like drugs and alcohol than with other impulse 
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control disorders like trichotillomania (hairpulling), kleptomania (shoplifting) and 
pyromania (fire-setting) (Chamberlain, 2004; Potenza, 2006).  In 2010, the DSM 
Workgroup proposed renaming “pathological gambling” to “disordered gambling,” 
and moving it from its current classification of impulse control disorder to a new 
classification of addiction and related disorders in the new DSM-V slated to be 
published in 2013 (APA, 2010).  According to Holden (2010), disordered gambling 
will be the only form of behavioral addiction under this new classification.  Ng and 
Low (2011) believed that addiction should not be viewed as a static concept of being.  
This means that the gambler may experience episodes of abstinence, exacerbation, 
control and loss of control over gambling.  Hence, problem gambling as a form of 
addiction can be understood as a dynamic process with fluctuating intensities that 
affect the individual and his/her surrounding relations (Shaffer and Albanese, 2004).   
In terms of empirical evidence, Westphal (2008) attempted to find out which 
of the three psychiatric conceptual models of understanding pathological gambling—
namely, the addiction model, the obsessive-compulsive spectrum disorder, and mood 
spectrum disorder—would provide a better understanding of pathological gambling.  
He evaluated research evidence from numerous controlled studies available up to 
2007 and concluded that none of the three models were able to provide a coherent 
explanation for all the associational evidence.  Although the addiction model satisfied 
several criteria of associational evidence and the associational evidence of the other 
two models was quite limited, Westphal's study was limited by the following factors: 
his evaluation of the studies was derived from controlled studies, instead of 
randomized ones; and these studies had focused only on pathological gamblers.  
Hence, similar to the medical or disease model and psychodynamic theory, the 
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addiction theory of problem gambling is limited by its inability to explain the 
phenomenon of natural recovery reported by some problem gamblers.   
 Biological theories. Advances in technology in the past decade have enhanced 
our knowledge about the physiological aspects of problem gambling.  In the 
biological model, excessive gambling is linked to dysfunctional brain activity, 
whereby genetic influences and neurological abnormalities affect gambling behaviors.  
A prominent study by Eisen and colleagues (1998), in which they gathered data on 
more than 3000 twin pairs, found that about 35% to 54% of the variance in individual 
problem gambling symptoms could be explained by genetic factors.  Although the 
major strength of this study was its large sample size, it was limited by some 
methodological weaknesses.  Firstly, the sample was drawn from a national database 
of male twins in the United Sates (US) who served in the military during the Vietnam 
War era.  It is widely noted that the Vietnam conflict was a socially and politically 
divisive period in US’ history.  The adverse impact of the war scarred many US 
servicemen, such that many veterans were affected by mental health, addictions and 
other adjustment disorders (Kulka, Fairbank, Jordan, Weiss & Cranston, 1990).   
 Another limitation is the possibility of selection bias.  A total of 5150 twin 
pairs were eligible, of which 8169 individuals were interviewed.  However, only 6718 
(or 3359 pairs) were eventually included in the study as these individuals had 
answered the questions on pathological gambling in the interview.  This means that 
about 18% of those interviewed were not included in the study.  Another study 
suggested that children of problem gamblers were at risk of other behavioral 
addictions due to the genetic vulnerability passed on by their parents (Slutske, Eisen, 
True, Lyons, Goldberg & Tsuang, 2000).  This study was similarly limited by the 
sample drawn from the earlier study of Eisen et al. (1998). 
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 While both studies presented some evidence that genetic factors have an 
influence on the symptoms and development of problem gambling, the exact 
biological condition that is transmitted to affect problem gamblers is not fully 
understood.  The genetic theory is thus limited by the following:  Firstly, it does not 
explain why some problem gamblers do not have children who gamble excessively or 
at all.  Second, we do not see 100% concordance of problem gambling in 
monozygotic twins who share identical genes.  Although those researchers suggested 
the sharing of certain genetic vulnerability among problem gamblers in the same 
family, their studies could not rule out the effects of modeling and exposure to 
gambling that could have caused problem gambling.  Thirdly, the genetic model also 
fails to explain why problem gambling occurs in families without any history of 
problem gambling.   
 Apart from genetic studies, there were several studies that examined the role 
of neurotransmitters in problem gambling.  Dopamine and serontonin are the two 
main neurotransmitters implicated in the pathogenesis of problem gambling.  The 
dopaminergic system is known as the reward system in the brain that reinforces 
certain behaviors.  Bergh and colleagues (Bergh, Eklund, Sodersten, & Nordin, 1997), 
in their small study of 10 male pathological gamblers, found that activity levels in the 
dopaminergic system of the sample were heightened.  The increased activity in the 
dopaminergic pathways in the form of increased arousal provided positive 
reinforcement for gamblers to continue gambling.  
 As for the serotonergic system, its dysfunction is associated with psychiatric 
conditions like impulse control disorders, anxiety disorders and depression.  
According to Blanco, Orensanz-Munoz, Blanco-Jerez and Siaz-Ruiz (1996), there was 
some evidence to suggest that reduced serotonergic activity coupled with 
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hypersensitivity of serotonin receptors found in pathological gamblers were 
responsible for their disinhibition and poor impulse control.  DeCaria, Begaz and 
Hollander (1998) added further weight to the serotonin theory when they also reported 
that the severity in pathological gambling was correlated with the severity of the 
serotonin dysregulation.  
 It is important to note that while these studies have provided us with a 
neurobiological basis of understanding problem gambling, most of them were done 
with exclusively male subjects in small sample sizes, and they were quite dated.  
Moreover, many of the subjects either had other psychiatric comorbidities or were 
involved in other forms of treatment.  So unless more research using controlled 
double-blind methods that compare pathological gamblers and controlled participants 
with a normal population yield similar findings, the current evidence remains 
tentative.   
 More recently, Goudriaan and her colleagues (Goudriaan, Oosterlaan, de 
Beurs, & Van den Brink, 2004) completed a comprehensive review of 194 research 
articles related to biobehavioral findings in pathological gambling published from 
1980 to 2003.  They found that although there was substantive evidence to indicate 
neurobiological dysfunction in pathological gamblers, they were still unable to draw 
firm conclusions on the underlying dysfunctional brain mechanisms mainly due to 
methodological weaknesses in those studies (Goudriaan et al., 2004).  I should also 
highlight that all those studies reviewed had focused only on pathological gamblers, 
who form a minority at the extreme end of the problem gambling spectrum. 
 Psychological theories. 
 Personality-vulnerability model.The term, personality, is rather ambiguous as 
it has been associated with socially-internalized identities, cognitive and temperament 
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factors, and personal development aspects.  Eysenck (1983) defined personality as the 
temperamental aspects of human behavior that are relatively stable and enduring over 
time.  In this model, it is suggested that certain personality traits are responsible for 
escalating risks of problem gambling, such as sensation-seeking and impulsivity 
(Blaszczynski, Steele, & McConaghy, 1997).  According to Raylu and Oei (2002), in 
their comprehensive review on pathological gambling, sensation-seeking and its link 
to problem gambling yielded inconsistent and sometimes opposing results.  Their 
findings appeared to suggest that sensation-seeking was associated with excessive 
gambling, significant to younger individuals, and relevant to certain types of 
gambling such as casino or illegal gambling (Dickerson, 1993; Moore & Ohtsuka, 
1997).  In a later study, Parke, Griffiths and Irwing (2004) found that sensation-
seeking was not a significant predictor of pathological gambling.  Instead, they found 
competitiveness and deferment of gratification to be more important risk factors.  
Hence, at this juncture, it is difficult to determine the relationship between sensation-
seeking and problem gambling—that is, whether sensation-seeking increases an 
individual’s propensity to gamble, or if gambling increases an individual’s tendency 
to become a sensation-seeker.   
 On the other hand, there is increasing evidence that impulsivity is a major 
characteristic in problem gambling.  A few studies have reported positive findings on 
impulsivity, most notable being a predictive study by Vitaro, Arsenault and Tremblay 
(1999).  They found that impulsivity in 12- to 14-year-olds predicted problem 
gambling at age 17, after controlling for early exposure to gambling and other 
relevant variables.  Other studies have also found problem gamblers scoring higher on 
the impulsivity scale, compared with non-gamblers, recreational gamblers and low-
frequency gamblers (Carlton & Manowitz, 1994; Steel & Blaszczynski, 1998).   
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 In spite of these findings, one should be careful not to over generalize the role 
of certain personality traits such as sensation-seeking and impulsivity in the 
development of problem gambling as there are varying levels of measurement to 
operationalize these traits.  Moreover, it is often difficult to distinguish to what extent 
the problem gambling is attributed to these personality traits as these personality traits 
are vague, subjective and overlapping.  Another critique of this model is its failure to 
take into account factors such as learning and cognitive processes that may also play a 
role in the development of problem gambling. 
 Learning and cognitive theories. The approaches that consider problem 
gambling as an addictive process complement and explain problem gambling 
behaviors that the personality-trait model could not explain inadequately.  Social 
learning theory explains how people learn, model and maintain gambling behaviors 
through reinforcement.  In social learning theory, gambling is understood as an 
operant behavior whereby schedules of reward such as monetary rewards and 
physiological arousal act as positive reinforcers to maintain and strengthen the 
gambling behavior.   
 Custer and Milt (1985) first highlighted the role of an early big win as a 
reinforcement in the development of pathological gambling.  Brown (1987) then 
incorporated psycho-physiological concepts in social learning theory’s understanding 
of problem gambling, where he postulated that the individual’s psycho-physiological 
need for arousal is the primary reinforcer of gambling behavior.  Studies on youth 
gamblers found that gambling activities were reinforcing as gambling activities 
produce excitement, arousal and are entertaining (Derevensky, Gupta, & Della-
Cioppa, 1996).  In addition, peer influence and modeling were also found to be 
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involved in increased betting behaviors, which enhanced social recognition (Hardoon 
& Derevensky, 2002).   
 One of the main limitations of a behavioral perspective of problem gambling 
based on social learning theory is its inability to explain why the majority of gamblers 
do not end up gambling excessively.  In essence, a pure behavioral model fails to 
acknowledge the importance of the role that internal factors within an individual, such 
as thought processes, play in problem gambling.  
 This gap in theory can be filled by the cognitive explanation of problem 
gambling.  There are several researchers who attempted to explain how erroneous 
thinking processes lead to the development of pathological gambling (Ladouceur, 
Sylvain, Boutin, & Doucet, 2002; Toneatto, 1999).  Some of the specific thinking 
errors seen in problem gamblers include superstitious beliefs, interpretive biases, 
temporal telescoping, selective memory and illusion of control (Abrams & Kushner, 
2004; Toneatto, 1999).  On the other hand, it is also important to note that such 
irrational beliefs and thought processes are common in majority of gamblers, even for 
those without a gambling problem (Coventry & Norman, 1988).  According to 
Ladouceur (2004a), in his study on the perceptions between pathological and non-
pathological gamblers, the former appeared to hold, with greater certainty, these 
gambling-related erroneous beliefs.  Although there is a lot of support from research 
on how cognitive distortions are responsible for the development and maintenance of 
biases and heuristics in problem gambling, the major limitation of this theory is the 
lack of explanation on how these thought errors influence actual gambling behaviors. 
 Social theories. 
 Apart from the various theories that attempt to explain problem gambling from 
an individual’s perspective, there are other explanations that examine problem 
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gambling from a social context.  Both the public health and sociological models can 
provide an understanding of the social phenomenon of problem gambling.  
 Public health model.The public health model on gambling approaches the 
understanding of problem gambling from a perspective of the prevalence of the 
general population and its associated consequences.  While the various models and 
theories covered in the preceding sections postulated on the causal effects of various 
factors such as pathological, biological, psychological or behavioral deficits of 
individuals that result in problem gambling, the public health model adopts a broader 
perspective.  In this model, problem gambling is conceptualized as one part of the 
gambling phenomenon in the society, whose course can be influenced by the complex 
combination of macro factors such as access to gambling, and demographic, 
socioeconomic and other social factors (Shaffer & Korn, 2002).  The epidemiological 
studies framed in the public health context therefore examine the risks and protective 
factors that influence the development of problem gambling, and from there, these 
studies identify demographic groups that are vulnerable to problem gambling.  Some 
of the risk factors include wide accessibility and availability of gambling avenues, 
comorbid mental health and other addiction problems (alcohol and drug use), lower 
socioeconomic status, and ethnic minority status (Connecticut Council on Problem 
Gambling, N.D; Marotta & Heynes, 2003; Mason & Arnold, 2007).  In terms of 
protective factors, there are limited studies; some prominent protective factors 
identified are family support (Marotta & Hynes, 2003) and social capital, which is 
measured by the extent people are connected to and supported by their family, friends 
and local community (Jackson, 2008).  The findings of these studies provide public 
policy makers a setting to plan and coordinate the delivery of social and health care 
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services that address the social, economic and health impacts of gambling in the 
society.   
 The MSF/MCYS’ gambling participation surveys (2005, 2008) and the 
NCPG’s surveys on perception and attitudes toward gambling issues in Singapore 
(2006, 2007) are examples of epidemiological studies done locally.  The key findings 
from NCPG’s survey in 2007 indicated that about 57% of the respondents gambled at 
least once in the past 12 months.  Generally, the respondents perceived gambling 
avenues like state-run lotteries by Singapore Pools such as 4D, Toto and Singapore 
Sweep as leisure activities, rather than gambling activities.  One worrying finding was 
the increase in the proportion of respondents (from 14% in 2006 to 32% in 2007) who 
believed that it was possible to win a lot of money if one possessed the ‘right’ 
gambling skills, echoing the erroneous belief about the illusion of control previously 
explained in the cognitive model earlier.  Another significant finding was that a vast 
majority of the respondents (78%) indicated that they would turn to their families for 
help for gambling-related problems, rather than seek professional help at specialized 
agencies such as the THK Problem Gambling Recovery Centre, which is the 
designated community-based counseling center for problem gambling, and NAMS.  
 The advantage of the public health perspective is that it looks beyond the 
individual’s susceptibility to problem gambling, and adopts a more macro stance on 
managing gambling in the wider society.  It recognizes that gambling has the potential 
to yield both costs and benefits in social, economic and health dimensions (Shaffer & 
Kidman, 2004).  Some of the adverse consequences of gambling include gambling 
disorders, poverty, crime, substance abuse and domestic violence (National Research 
Council, 1999).  On the other hand, gambling-related economic development can 
create jobs for the community, and stimulate related sectors like tourism and 
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hospitality.  Moreover, with the legalization of gambling avenues, illegal gambling 
activities can be curtailed through strict regulations and law enforcement.  These were 
some key considerations that Singapore’s political leaders mulled over before they 
decided to allow the building of the two Integrated Resorts in Singapore 
(Balakrishnan, 2008). 
 Sociological explanation.The sociological perspective on problem gambling 
explains how gambling pervades and organizes the society.  Gambling, when it is 
legitimized through legalization, can become an institutionalized behavior for the 
common people and is inscribed into everyday life.  A very good example in 
Singapore is the widely-accepted legalized gambling opportunities made available by 
Singapore Pools, a government-linked lottery operator.  For every day of the week, 
there are some forms of lotteries or sports betting opportunities available for people to 
wager on.  Moreover, these Singapore Pools outlets are almost ubiquitous as they are 
located at convenient places with high human traffic, such as next to supermarkets.  
According to Chia (2007), the legalized gambling industry in Singapore generates 
billions of dollars in revenue every year.  It was estimated that about $4.2 billion in 
bets were made in 2007 on 4D, which is also the most popular betting game in 
Singapore (Tan T, 2008).   
 Gambling activity is known to be inversely related to socioeconomic status.  
The MSF/MCYS survey on gambling behavior in Singapore found that those with 
lower income spent a greater proportion of their household income on gambling 
(2005).  In a recent study on gambling among older adults in Singapore, Ng (2011) 
found that the mean monthly income of the respondents was $239.  Those who 
gambled spent about $12 a week on gambling; translated into a monthly expenditure, 
this amounted to 20% of the mean monthly income ($48 of $239) of the respondents.  
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The sociological explanation for this phenomenon is the illusion that winning in 
gambling will enable people to transcend their socioeconomic marginalization and to 
achieve financial freedom and parity with dominant social groups.  For those who are 
trapped in the lower socioeconomic strata due to a variety of reasons such as lack of 
education, under-employment and low income, a big windfall resulting from winning 
in a gambling game like lottery can instantaneously help to alleviate them from their 
socioeconomic doldrums. 
 It is therefore not surprising to find a higher prevalence of problem gambling 
in lower socioeconomic groups.  In fact, Lepage, Ladouceur and Jacques (2000), in 
their study on 87 individuals who were receiving social welfare assistance, found that 
the prevalence of problem gambling among the respondents was 12.6%.  This was 
much higher than the prevalence of problem gambling in the general population.  
Nonetheless, while these findings do suggest that problem gambling is associated with 
poor socioeconomic status and social deprivation, the evidence is unable to inform as 
to whether these factors are causes or effects of problem gambling. 
Theoretical Framework of Problem Gambling in This Study 
 From the review of the various theories, it was evident that different 
theoretical explanations of problem gambling were usually situated within the context 
in which the researchers, clinicians, social scientists or policy makers reside.  For 
example, clinicians and recovering communities would subscribe to the disease 
model, whereas researchers, psychologists and treatment specialists would propagate 
the merits of the psychological models such as CBT.  One important critique of these 
theories or models is that they focus only on the individual gambler’s underlying 
biological, psychological and, to a limited extent, social attributes.  On the other hand, 
social scientists, policy makers and regulators would rely on data drawn from social 
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context models to analyze trends and formulate policies.  Despite the ongoing debate 
and empirical studies that have been conducted over the years, there is still no firm 
conclusion about the etiology and effective management of problem gambling.  
However, an irrefutable consensus among experts is that problem gambling can exact 
severe and destructive consequences to the individual, family and the wider 
community, and more research of different types would enhance our understanding of 
this complex social phenomenon.   
 Biopsychosocial model. The research evidence from the past decade indicates 
that problem gambling is complex, and that there are certain key biological, 
psychological and behavioral determinants of problem gambling.  However, many 
research studies tended to focus only on the specific domain or area of interest and 
sometimes their results could be inconsistent or even contradictory.  Moreover, most 
of the studies suffered from methodological weaknesses of having small samples and 
selection bias.  Their findings cannot be generalized to the vast differences among 
problem gamblers found in different contexts.   
 The biopsychosocial model is therefore a useful theoretical underpinning for 
this study because it incorporates the biological, psychological and social dimensions 
of a person’s functioning, and recognizes that the interplay of these factors is 
responsible for the development and maintenance of problem gambling (Griffiths & 
Delfabbro, 2001; Sharpe, 2002; Sharpe & Tarrier, 1993).  For example, the interaction 
of genetic disposition such as biological vulnerability due to dysfunction of the 
dopaminergic and/or serotonergic systems with psychological susceptibility such as 
poor impulse control, and social environmental factors such as early exposure to 
gambling, easy access to gambling, acceptance of gambling, and benign cultural 
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attitudes toward gambling.  The combination of these factors can result in problem 
gambling.  
 The biopsychosocial model offers the most comprehensive explanation for the 
development of problem gambling as it draws from the knowledge in biological, 
psychological and social theories.  Although it is not possible to identify the 
underlying biological processes and dysfunction of gamblers, the inherent advantage 
of the biopsychosocial model as a meta-theory means we can operationalize certain 
individual and social factors in this study into measurable units and explore their 
association with problem gambling.  This, in turn, could inform social workers on 
segments of the gambling population that may be vulnerable to problem gambling so 
that appropriate social work interventions can be developed to help them.  In addition, 
the biopsychosocial model has also been found to be useful in explaining addiction 
(Griffiths, 2005) and psychiatric problems (World Health Organization, 2001), which 
are two of the major concepts associated with problem gambling.  
The literature seems to indicate that problem gamblers are quite heterogeneous 
and a number of key psychosocial factors have been found to be associated with 
problem gambling in other countries.  These factors are briefly discussed in the 
following section:   
 Sociodemographic factors. 
Age.  In the general population surveys on problem gambling, certain age 
groups appear to be at higher risk of problem gambling.  Afifi and colleagues (2010), 
using data obtained from a large-scale Canadian Community Health Survey 
conducted in 2002, found that there was a distinction in the age of problem gamblers 
between genders.  Being middle-aged was a risk factor for problem gambling in 
women, whereas the odds of problem gambling reduced for men who were aged 70 
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and above (Afifi, Cox, Martens, Sareen, & Enns, 2010).  In our local gambling 
surveys, there was a higher prevalence of problem gambling reported in the age group 
40–59 years, which is consistent among the three surveys conducted by MSF/MCYS 
and NCPG (MCYS, 2005, 2008; NCPG, 2012).  However, in another review of 
empirical research on risks factors of problematic gambling, Johansson, Grant, Kim, 
Odlaug and Gotestam (2009) highlighted that younger age (aged 29 years and below) 
was a risk factor for problem gambling.   
 These discrepant findings appear to support the notion that problem gambling 
may be prominent at different phases of the lifespan.  Using the data from two 
national surveys in the US, Welt, Barnes, Tidwell, and Hoffman (2011) found that 
people generally started gambling in their teens and developed problem gambling 
later when it peaked at the age group 31–40 years, before tapering off after age 61. 
 Gender.  Gender was found to be a significant risk factor in a number of 
studies.  In the national or state-wide surveys in the US (Gerstein et al., 1999; 
Volberg, Nysse-Carris, & Gerstein, 2006; Welte, Barnes, Wieczorek, Tidwell, & 
Parker, 2001), higher prevalence of problem gambling was found in men.  Similar 
findings were reported in prevalence studies in other western countries such as 
Canada (Afifi et al., 2010), Sweden (Volberg, Abbot, Ronnberg, & Munck, 2001) and 
Switzerland (Bondolfi, Osiek, & Ferrero, 2000).   
 In fact, according to Afifi et al. (2010), there were marked differences in the 
risk factors of problem gambling between men and women.  Female problem 
gamblers were more likely to be middle-aged, from the middle to lower income 
bracket, had attained high school education or less, never-married, were experiencing 
higher stress, and had negative coping abilities.  In comparison, being separated, 
widowed or divorced, having poor social support and negative coping abilities 
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increased the odds of problem gambling in men, while being older (aged 70 years and 
above) reduced the odds for them.  Other gender-specific studies found that 
progression from casual to problem gambling was two times faster in women 
(Tavares, Zilberman, Beites, & Gentil, 2001). 
 It is important to note at this juncture that the findings of these general 
population surveys could be affected by the type and availability of gambling games 
and thus the gender differences in problem gambling may not be conclusive.  For 
example, in some states like Oregon and Montana, where there is widespread access 
of clean and safe gambling venues offering electronic games favored by women, there 
was no difference in the rate of problem gambling between the two genders (Volberg, 
2003).   
 Our local gambling prevalence surveys seem to suggest a higher prevalence of 
probable pathological gambling in males (MCYS, 2005, 2008; NCPG, 2012) and the 
data from NAMS’ studies (Lee et al, 2009; 2011; Teo et al., 2007) also provide 
further support that pathological gamblers were predominantly male.  However, the 
methodological weaknesses of these local studies mean that their findings are not 
generalizable.  I will further discuss the limitations of these local studies in the 
following section.  
 Ethnicity.  A number of gambling prevalence studies have been conducted to 
establish cultural variations in problem gambling.  Among those studies conducted in 
Western societies, comparisons of the prevalence of problem gambling between 
dominant social groups (Caucasians) and ethnic minorities (such as indigenous groups 
and Asian migrants) appear to suggest higher problem gambling in the latter, 
especially among Chinese (Abbott & Volberg, 1994; Victorian Casino Gaming 
Authority, 2000).  Loo, Raylu, and Oei (2008), in a literature review on problem 
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gambling, reported that the prevalence of problem gambling among Chinese was 
between 2.5% and 4%.  This could be attributed to greater social acceptability of 
gambling among Chinese, who view gambling as a form of social and recreational 
activity, and therefore have more benign attitudes toward gambling.   
 In Singapore, Chinese form the major ethnic group, among which local 
prevalence studies have consistently reported higher prevalence of gambling (57%–
62%) and probable pathological gambling (1.4%–1.6%) among Chinese, compared 
with the overall population (MCYS, 2005; NCPG, 2012).  The prevalence of 
pathological gambling reported in Singapore is comparable to Hong Kong (1.8%), 
which is also a predominantly Chinese urban society (Wong & So, 2003). 
 Socioeconomic status. In an earlier section of the literature review, I alluded 
to some empirical evidence that suggests that problem gambling is related to lower 
socioeconomic status.  Welte and colleagues (Welte, Wieczorek, Barnes, & Tidwell, 
2006) found that living in disadvantaged neighborhoods (computed from a 
combination of persons living in poverty, who were unemployed, living in households 
headed by a female and living on social welfare) increased the risk of problem 
gambling.  Problem gambling was also more prevalent among those on social welfare 
(Lepage et al., 2000; Volberg et al., 2001).   
 There are limited studies that examined the relationship between employment 
status and problem gambling.  According to the literature review by Johansson et al. 
(2009), only two previous studies (Feigelman, Kleinman, Lesieur, Millman, & Lesser, 
1995; Hall et al., 2000) had indicated that unemployment was associated with 
problem gambling.  However, after my own review of both studies, I have to caution 
against generalizing the findings from these two studies (Feigelman et al., 1995; Hall 
et al., 2000) because the subjects of both studies were pathological gamblers with 
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comorbid drug dependence.  The sample of the study by Feigelman et al. (1995) was 
drawn from patients on methadone maintenance, while the sample of the study by 
Hall et al. (2000) was confined to those receiving outpatient treatment for cocaine 
dependence.  Hence, the unemployment status of the participants in these two studies 
might have been confounded by the participants’ drug dependence and/or treatment 
situation rather than the result of pathological gambling.   
 Nonetheless, in another longitudinal study done in Ontario, Canada (Wiebe, 
Cox, & Falkowski-Ham, 2003), unemployment and education level were found to be 
significantly associated with problem gambling.  The study by Wiebe, Cox and 
Falkowski-Ham (2003) focused on psychological and social factors associated with 
problem gambling over a period of one year.  As such, there seems to be a probable 
relationship between unemployment and problem gambling.  
 As for income being a risk factor for problem gambling, Johansson et al. 
(2009) opined that it was inconclusive due to limited and contradictory evidence.  Our 
local studies also unveiled such inconsistent findings (MCYS, 2008; NCPG, 2012).  
The MSF/MCYS survey in 2008 reported a higher prevalence of pathological 
gambling among those with a monthly income of $1000–$2999 than people in other 
income brackets, whereas the latest survey in 2011 found a higher prevalence of 
pathological gambling among those who were earning an income above $4000 
(NCPG, 2012). 
 Another socioeconomic factor associated with problem gambling is 
homelessness.  In a recent report by the Australian Institute of Health and Welfare 
(2009), the prevalence of problem gambling was higher among those who were 
seeking homeless service.  This finding supports an earlier finding by Shaffer and 
colleagues (Shaffer, Freed & Healea, 2002), where they found a high comorbidity of 
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gambling disorder among homeless patients with substance use disorders.  Although 
both studies (Australian Institute of Health and Welfare, 2009; Shaffer et al., 2002) 
reported a higher incidence of homelessness among problem gamblers, the exact 
relationship between homelessness and problem gambling is unknown, especially in 
the study of Shaffer et al. (2002), as homelessness could be due to complications 
arising from the subjects’ substance use rather than from problem gambling.  
 Gambling patterns. The literature has shown that gambling patterns differ 
greatly between problem and non–problem gamblers.  Problem gamblers are more 
likely to spend more time and money on gambling activities (MCYS, 2008; NCPG, 
2012).  This is hardly surprising because gambling often becomes the primacy of 
problem gamblers’ daily lives.   
 In addition to these common problematic gambling patterns found to be 
associated with problem gambling, the age of onset of gambling has also been 
identified as a risk factor in the literature.  In the review of Johannson et al. (2009) of 
the empirical literature on the risk factors of problem gambling, they found two 
studies linking the age of onset of gambling with problem gambling.  Problem 
gamblers were more likely to have started gambling at a younger age, compared with 
non–problem gamblers (Bondolfi et al., 2000; Volberg et al., 2001).  In my own 
review of these two studies, I have found the studies’ methodologies to be robust.  
They were large-scale prevalence studies drawn from representative samples of the 
population in Switzerland and Sweden.  Bondolfi et al. (2000), through the use of the 
chi-square test, found that 89% of the problem gamblers had started gambling before 
age 21, compared with 67% found in all the respondents (χ² = 10.17, p = 0.01).  As for 
the study by Volberg et al. (2001), it was found that the mean age at which problem 
gamblers started gambling was 15.6 years old, compared with 19.9 years old in non–
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problem gamblers (ANOVA, F = 52.57, p = 0.000).  In comparison, our available 
local data on the age of onset between problem and non–problem gamblers is 
inconsistent.  In the MSF/MCYS survey of 2008, 18% of the probable pathological 
gamblers reportedly started gambling before age 18 and 71% of them started 
gambling between age 18–24.  These were much higher than the 3% and 36% 
reported by all gamblers (MCYS, 2008).  But in the latest survey in 2011 (NCPG, 
2012), there was very little difference between the two groups:  5% of the probable 
pathological gamblers started gambling before age 18, compared with 4% among all 
gamblers; in addition, 38% of probable pathological gamblers started gambling 
between age 18–24, compared with 33% among all gamblers. 
 Social support. Social support is generally understood as a protective factor 
against problem behaviors.  It is defined as an accessible social network that provides 
psychological and instrumental assistance when a person encounters problem or 
stresses (Cohen, 2004; Weinstock & Petry, 2008).  The network of supportive social 
relationship can come from an individual’s family and friends (Cohen, 1992; Petry & 
Weiss, 2009).  
Although only a few studies (Afifi et al., 2010; Hardoon, Gupta, & 
Derevensky, 2004; Wiebe et al., 2003; Weinstock & Petry, 2008) had examined the 
relationship between social support and problem gambling, the results of these studies 
seem to indicate that a lower level of social support is associated with problem 
gambling.  In the one-year longitudinal study of Wiebe et al. (2003) in Ontario 
Canada, they found that problem gamblers were more likely to report lower social 
support scores compared with non–problem gamblers.  This finding is further 
supported by the large scale study of Afifi et al. (2010) on problem gambling, also 
done in Canada, in which the study found that lower social support increased the odds 
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of problem gambling in men.  Lower social support has also been reported in younger 
pathological gamblers (Hardoon et al., 2004; Weinstock & Petry, 2008). 
 Conceptually, social support can be organized into a few key domains from 
which the individual receives support.  Sherbourne and Stewart (1991) found that four 
domains of social support were deemed important to most people:  (1) emotional-
information support, characterized by emotional support and advice; (2) tangible 
support, which referred to provision of material and instrumental aid; (3) affectionate 
support, characterized by the expression of love and worth; and (4) positive social 
interaction, through which the individual is able to engage in fun activities with 
others.  Although the literature has found an association between lower social support 
and problem gambling, little is known about the different domains of social support 
that would be negatively affected by problem gambling.  This is an important area 
that the current study can address, and additionally, to establish the differences in the 
various social support domains that are associated with problem gambling.   
 Psychological openness to seeking help. There are some recent studies that 
found that gamblers’ openness to seeking help can reduce the severity or risk of 
problem gambling (Breen, 2011; G21, 2009; Hing & Breen, 2008).  This suggests that 
openness to seeking help is an important psychological protective factor against 
problem gambling.  According to Breen (2011), the reluctance to seek help for 
problem gambling was a risk factor among indigenous people in Queensland, 
Australia.  This is consistent with the finding of another study (G21, 2009) in 
Geelong, Australia, where the reluctance of young men seeking help was found to 
intensify the risk of problem gambling.  Conceptually, when a problem gambler 
realizes that his/her gambling has exceeded the normal bounds of social and 
recreational gambling and is open to seeking help, he/she is more likely to control and 
53 
 
attempt to reduce the frequency and intensity of gambling as he/she takes the step of 
actually seeking help.  On the other hand, if the problem gambler views seeking help 
negatively, he/she is likely to gamble out of his/her current predicament, which would 
in turn further aggravate his/her gambling problem.   
 In view of some tentative evidence from the literature that suggests that 
openness to seeking help may ameliorate problem gambling, it is included as one of 
the psychosocial factors in problem gambling that will be studied.  In this study, 
openness to seeking help refers to how positive the gamblers view seeking 
professional help as a way to resolve or prevent further aggravation of the problems 
caused by gambling.    
Local Research on Problem Gambling 
 The psychosocial factors found associated with problem gambling in the 
preceding section were mostly derived from studies done in the West.  In terms of 
research evidence on problem gambling in Singapore, very little is known currently.  
To date, there have been four research studies that provided a tentative clinical picture 
about pathological gambling in Singapore published in the Singapore Medical 
Journal and Annals Academy of Medicine Singapore (Lee et al., 2009, 2011; Lim, 
2000; Teo, Mythily, Anantha, & Winslow, 2007).  These research studies suffered 
from several methodological weaknesses which I will further elaborate.   
 The other non-clinical research studies done locally were government-
commissioned epidemiological studies that examined gambling participation and the 
prevalence of problem gambling in Singapore (MCYS, 2005, 2008; NCPG, 2006, 
2007, 2012), and a social survey which I had conducted to examine gambling among 
older adults living in the community (Ng, 2011).   
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 Of the four clinical studies published in the Singapore Medical Journal and the 
Annals Academy of Medicine Singapore, Lim’s study (2000) was based on a single 
case vignette, while Teo and colleagues’ (2007) study was based on a retrospective 
review of the medical records for pathological gamblers who had sought help at 
NAMS.  The later study of Lee et al. (2009) was merely an update of the study by Teo 
et al. (2007), in which the sample was increased from 150 to 350.  In 2011, Lee and 
colleagues (2011) examined the differences between the demographic and clinical 
features of two cohorts of pathological gamblers who sought help at NAMS for the 
periods 2001–2006 and 2006–2008.   
 While all the three studies from NAMS (Lee, 2009, 2011; Teo et al., 2007) 
provided a clinical profile of the pathological gamblers who sought help at their 
agency, the findings of these studies focused on identifying the pathological 
gamblers’ gambling patterns and pathologies, such as comorbid conditions.  The 
greatest weakness of these three studies was that their data were derived from 
pathological gamblers who sought help at NAMS.  Hence, the limited social and 
demographic data presented could not be generalized to others beset by problem 
gambling.  Moreover, although NAMS hadprovided treatment services for problem 
gamblers (of the subclinical type which I had described in the earlier section), the data 
on problem gamblers were not included in these studies (Lee, Guo, Manning, Wong et 
al., 2009; Lee, Guo, Manning, Thane et al. 2011; Teo et al., 2007) whose samples 
were strictly confined to only pathological gamblers.   
 Prior to my present research, there were no studies or data on problem 
gamblers in Singapore who had not sought formal help.  Hence, another associated 
advantage of this present study is to contribute toward knowledge building by 
shedding light on the factors associated with problem gambling and help seeking, 
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especially among those who are not yet known to problem gambling treatment 
services in Singapore.   
 As for my survey on gambling participation among older adults (Ng, 2011), 
the study examined the proportion of older adults who had gambled recently.  The 
study revealed that the older adults who gambled had greater discretionary time than 
those who did not gamble, and that almost all of them (97%) did not know where to 
get help for problem gambling.  However, the major limitations of this study were that 
it was based on a small convenient sample of 74 older adults living in a particular 
public housing estate in Singapore and its focus was not on problem gambling.   
 The major weakness of the MSF/MCYS and NCPG studies (MCYS, 2005, 
2008; NCPG, 2012) was the use of a non-validated screening instrument for problem 
gambling.  To screen problem gambling, the two most widely-used instruments are 
the South Oaks Gambling Screen (SOGS) (Lesieur & Blume, 1987) and the Problem 
Gambling Severity Index (PGSI) (Ferris & Wynne, 2001), both which have been 
found to be valid and reliable for prevalence studies used in many countries 
(Holtgraves, 2009; Stinchfield, 2002; Young & Stevens, 2008).  The MSF/MCYS 
(2005, 2008) and NCPG (2012) surveys did not use either of the instruments, but used 
instead a self-developed scale to measure the prevalence of problem gambling.  
Although it was reported that the instrument they used were based on DSM-IV’s 
(APA, 1994) criteria for pathological gambling, it should be highlighted that all DSM 
diagnostic criteria can only be used by trained clinicians to conduct a detailed mental 
state examination via a psychiatric interview.  Typically, it takes about an hour to 
conduct a detailed mental state examinationin a safe clinical setting.  Instead, the 
MSF/MCYS (2005, 2008) and NCPG (2012) surveys were conducted over the phone 
through a social survey method.  The report of the studies (MCYS, 2005, 2008; 
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NCPG, 2012) did not describe how the respondents might be classified as probable 
problem gamblers or probable pathological gamblers.  It was also unclear what the 
cutoff between the two groups of gamblers were based on using the screening 
instrument of the MSF/MCYS (2005, 2008) surveys:  Were they mutually exclusive 
or were more severe probable pathological gamblers a subset of the wider probable 
problem gamblers group?  None of this information was reported in their survey 
methodology (MCYS, 2005, 2008). 
 In addition, as far as using the DSM-IV diagnostic system on pathological 
gambling is concerned, I have pointed out in an earlier section of this chapter that a 
gambler is diagnosed as either pathological or non-pathological.  In NAMS, the use of 
problem gambling as a working diagnosis to indicate gamblers who report a 
subclinical level of pathological gambling is possible because the purpose of labeling 
is for treatment planning.  Moreover, the diagnosis is derived after an extensive 
interview has been conducted with the gambler and corroborated with significant 
others.  This would be in line with how the mental state examination is carried out in a 
tertiary health care setting and such detailed interview would be very different from a 
social survey conducted over the phone. 
 Other than the studies’ methodological weaknesses in using a non-validated 
screening instrument on problem gambling, there was also a lack of clarity in 
explaining how the profile of pathological gamblers were derived.  In the latest survey 
(NCPG, 2012), it was reported that there were higher probable pathological gamblers 
among males (2.1%), Chinese (1.6%), those from the age group 18–29 (1.6%) and 
40–49 years (1.8%), those with secondary education (2.2%) and those with a personal 
monthly income of $2000–$2999 (1.9%), and $4000 and above (1.7%).  But the 
report, like the previous two (MCYS, 2005, 2008), did not explain the methods of 
57 
 
data analysis.  As these variables seemed to be organized into nominal data, was the 
profile derived from using chi-square test?  Would more advanced data analysis 
methods like regression analysis or discriminant analysis yield different findings?  
This current study strives to improve on the methodological weaknesses of the above 
surveys so as to provide a more informed understanding of problem gambling in 
Singapore.  To identify problem gamblers, the Problem Gambling Severity Index 
(Ferris & Wynne, 2001), which is a validated problem gambling screening instrument 
used in prevalence studies on problem gambling in many countries, will be used.  In 
addition, I will also be using a combination of descriptive and inferential statistical 
analysis methods to present and interprete the data.  The detailed methods of the 
current study will be covered in Chapter Four. 
Synthesis of the Literature 
Most of the data available in the literature that had identified the various 
psychosocial factors critical in developing problem gambling were drawn from 
studies done in the West.  Their findings were also inconsistent and varied depending 
on the study sample.  Those countries, such as Australia, North America and Europe, 
have very different social, geographical and economic contexts compared with 
Singapore.  Each state or province in these countries covers a huge geographical area 
with a mix of rural and urban populations, and as such, people’s access and exposure 
to gambling are likely to be mediated by geographical factors.  
 Singapore, given its small geographical size, can be considered as a socially 
compact society where social mobility between the socioeconomic classes is greater 
and more fluid compared with countries in the West that are geographically bigger.  
Moreover, these countries also have social security systems that are very different 
from those in Singapore.  For example, poverty and homelessness were found to be 
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associated with problem gambling in these countries (Australian Institute of Health 
and Welfare, 2009; Shaffer et al., 2002)—but the notion of poverty in these countries 
can carry very different meanings and be measured differently from Singapore.  In 
addition, Singapore has a comprehensive public housing policy that makes housing 
affordable to all Singaporeans and homelessness limited to just a very small minority.  
As such, problem gambling may not be meaningfully associated with homelessness.  
 In view of those reasons, the psychosocial factors that have been identified in 
the literature provide a background to understand the impact of these factors 
associated with problem gambling.  An important advantage of the biopsychosocial 
model is that it recognizes that problem gambling is non-homogenous and that 
contextual differences can influence the development of problem gambling.  To date, 
all the government-commissioned studies on gambling participation and gambling-
related perceptions (MCYS, 2005, 2008; NCPG, 2007, 2012) have provided some 
basic data about gambling in Singapore.  These studies conducted on gambling 
participation and prevalence of problem gambling were done in order to identify 
subgroups of the population that are at risk of problem gambling and aid the 
formulation of social policies.  However, to aid policy makers in formulating social 
policies to address problem gambling, these studies should have established the 
psychosocial factors that influence the development of problem gambling in 
Singapore; instead, these studies were mainly centered on identifying and describing 
gambling behaviors and patterns observed in problem gamblers, with very little 
emphasis on discussing the contribution of psychosocial factors.  As such, the 
findings of these studies do not provide comprehensive information on problem 
gambling in Singapore.   
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 The current research is an exploratory study on the psychosocial factors 
associated with problem gambling in Singapore as there is no prior study in this area.  
This is an important area for research as some studies done in other countries have 
uncovered some psychosocial factors that were implicated in problem gambling.  As 
social workers, it is in our profession’s interest to find out the individual and social 
factors that could make certain groups more vulnerable to developing problem 
gambling.  Essentially, social work is about promoting social change and the 
enhancement of human wellbeing through the use of theories about human behavior 
and understanding of the social context where appropriate interventions can be 
created (International Federation of Social Workers, 2012).  Hence, building on the 
literature, my study postulates that certain psychosocial factors such as demographics, 
socioeconomic factors, gambling patterns, social support and openness to seeking 
help are important in understanding problem gambling in Singapore.  More about the 
research model will be discussed in the following chapter on research formulation.  In 
the next section, help seeking for problem gambling will be discussed. 
Part II: Help Seeking for Problem Gambling 
Natural Recovery from Problem Gambling 
 Recovery from addiction problems without formal treatment was first 
recognized as an important area for research as very little was known (Institute of 
Medicine, 1990; McCartney, 1996).  The term, natural recovery, refers to the 
resolution of a particular problem without formalized professional help.  It is a 
phenomenon that has been reported in many studies involving other addiction 
problems such as alcohol, smoking, cocaine use and opiate use (DiClemente & 
Prochaska, 1992; National Research Council, 1999; Sobell, Cunningham, & Sobell, 
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1996).  Similarly, there are studies that have found that people recovered from 
problem gambling without professional intervention.  Hodgins, Wynne and 
Makarchuk (1999), using the 22 general population surveys on the prevalence of 
problem gambling reviewed by Shaffer, Hall, and Vander Bilt (1999), estimated that 
about 36%–46% of the pathological gamblers in the studies resolved their gambling 
problems on their own.  For the resolved gamblers, it meant that they no longer 
experienced the negative consequences from gambling that wreaked havoc in their 
lives.  
 There are several key reasons why problem gamblers cease gambling.  
Hodgins, Makarchuk, El-Guebaly and Pedersen (2002) identified and classified them 
into internal and external reasons.  The vast majority of the popularly cited reasons 
were internal, such as financial concerns (96%), emotional factors (92%), concern for 
the family/children (69%) and hitting rock bottom (61%).  The majority of these 
resolved gamblers reported having ceased or changed their gambling through making 
a conscious decision to change, rather than being forced to change by external factors 
(Hodgins et al., 2002). 
 Hodgins and El-Guebaly (2000) also believed that recovery from gambling is 
common and many of those who recover made changes without treatment.  Moreover, 
in almost all the general population studies on problem gambling, the commonly 
reported rates are lifetime and point prevalence rates.  There is no report on the 
incidence rate, that is, the rate of new cases of problem gambling in a given period.  
According to Marotta (J. Marotta, personal communication, June 2008), who is one of 
the international expert consultants engaged by NCPG to advise on Singapore’s 
national strategy on problem gambling, the natural rate of recovery is almost 
equivalent to the rate of incidence.  Had they been grossly unequal, there would have 
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been wild fluctuations in the prevalence rates of problem gambling (J. Marotta, 
personal communication, June 2008).  This is not the case as the prevalence of 
problem gambling has remained relatively stable, ranging between 2%–5% in various 
countries worldwide (Productivity Commission, 2010; Shaffer et al., 1999; Wong & 
So, 2003).  This opinion is concurred by Ladouceur (R. Ladouceur, personal 
communication, October 15, 2008) when I consulted him during his appointment with 
NAMS as an external expert. 
Help Seeking and Problem Gambling 
 For problem gamblers who are unable to resolve their gambling problems on 
their own, there are professional services that they can turn to for help.  Help seeking 
is generally defined as a social process of actively seeking assistance from others in 
response to a problem or distressing experience (Rickwood, Deane, Wilson, & 
Ciarrochi, 2005).  Although there is very limited research about help seeking behavior 
in problem gambling, the literature appears to support the notion that help seeking can 
ameliorate the negative consequences of a variety of mental health problems, and 
psychological and emotional distress, in particular, reducing the risk of harm and 
suicide (Bergin & Garfield, 1994; Dubow, Lovko, & Kausch, 1990; Martin, 2002; 
Rickwood & Braithwaite, 1994; Tracey, Sherry, & Keitel, 1986). 
 In Singapore, the number of problem gamblers seeking professional help is 
rather dismal.  In Chapter One, I had provided an overview on the major formal 
treatment services that are available to problem gamblers in Singapore.  Help seeking 
in this study refers to gamblers’ indication that they would seek help with formal 
treatment services in order to manage their gambling and related problems.  Our local 
figures appear to be much lower than those reported elsewhere (Institute of Mental 
Health, Singapore, 2012; Lee et al., 2009; Lee et al., 2011).  For example, in 
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Australia, it was estimated that about 8%–16% of problem gamblers sought help with 
professional services (Productivity Commission, 2010); internationally, it is about 
6%–15% (Slutske, 2006; Suurvali, Hodgins, Toneatto, & Cunningham, 2008).  If we 
take the combined number of slightly more than 1200 persons who have sought help 
with either the second-tier or third-tier centers in Singapore in a given year, the 
proportion of help seekers amount to less than 3% of the problem gamblers in 
Singapore.  In fact, the actual number of problem gamblers seeking help is close to 
250 per year, based on NAMS’ most recent data (Institute of Mental Health, 
Singapore, IMH, 2012).  The rest could be those who have approached THK Problem 
Gambling Recovery Centre to apply for FEOs, and others who have gone to One 
Hope Centre or GA groups.  These numbers are not verifiable as they are not 
published.   
 Reasons for seeking help for problem gambling. A few important studies 
(Evans & Delfabbro, 2005; Suurvali, Hodgins & Cunningham, 2010) have been 
conducted to ascertain the reasons that motivate problem gamblers to seek help.  
Factors that promote help seeking are identified as facilitators, while factors that deter 
people from seeking help are referred to as barriers.  Evans and Delfabbro (2005), in 
their study of 77 problem gamblers recruited from agencies and the general 
community, found that professional help seekers was driven mainly by crisis, such as 
psychological or physical distress, and financial ruins.  Concerns about declining 
mental and physical health were rated as the most important reason for seeking help, 
followed by worries about not being able to meet financial commitments.  Other 
reasons problem gamblers cited for seeking help included adverse effects of gambling 
on significant relationships, employment and legal issues.  According to a literature 
review of empirical evidence on reasons that motivate problem gamblers to seek help 
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(Suurvali, Hodgins & Cunningham, 2010), help seeking usually occurred as a 
response to gambling-related harms such as financial problems, relationship issues 
and negative emotional experience.   
 There is some evidence to suggest that the pressure of debt is an important 
impetus for a problem gambler to seek help.  Many problem gamblers borrow money 
from various sources to support their gambling and the pressure of debt becomes 
more acute if loan sharks are involved.  Defaulting payments to loan sharks would 
invariably lead to harassment and threat of harm to either the gambler or his/her 
family.  A recent large-scale study of 4480 gamblers who sought help from 
counseling services in Hong Kong (Leung & Tsang, 2012) found that those with 
gambling debts were more likely to report suicidal thoughts or attempts.  According to 
NCPG, the number of genuine calls made by either problem gamblers or their family 
members to the National Problem Gambling Helpline increased from 200 per month 
when it was first started in 2009, to about 400 in 2010 (Hoe, 2010).   
 In an earlier study, Yeo (2008) found that the average size of the debts of these 
problem gamblers was about $36,000, of which a considerable amount was owed to 
loan sharks.  Data from Credit Counselling Singapore (Kuo, 2009) found that 17% of 
those who sought help from the organization had incurred debts on their credit cards 
and other legalized forms of personal loans due to gambling, and the trend had 
increased over the years.  This clearly illustrates the widespread and enormity of the 
debt problem among problem gamblers.   
 According to Lee et al. (2009), among those who sought treatment in NAMS, 
most of them had exhausted bailouts from their families.  This finding corroborates 
with Evans and Delfabbro’s (2005) conclusion that seeking professional help is seen 
as the last resort, rather than as points of intervention where the gamblers can get their 
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lives back in order.  A key limitation about the findings from either the literature or 
from clinical experience is that the data gathered were usually from those who have 
come forward to seek help.  It is important to note that even in countries where 
treatment services for problem gambling are more established, the rate of help seeking 
is about 8%–15% (Productivity Commission, 2010; Slutske, 2006; Suurvali et al., 
2008).  To date, very little in the literature is known about gamblers who have not 
come forward for help.  
 Barriers to seeking help for problem gambling. A few key factors have 
been found as barriers to seeking help among problem gamblers.  Rockloff and 
Schofield (2004), in their random telephone survey of 1203 adults residing in central 
Queensland in Australia, identified availability of services, stigma, cost, uncertainty 
about treatment and avoidance of treatment as likely barriers to treatment.  However, 
this study did not specifically survey the gamblers.  It was merely a survey of opinion 
among the general public on services for problem gambling.  In a review of empirical 
literature on barriers to help seeking among problem gamblers (Suurvali, Cordingley, 
Hodgins, & Cunningham, 2009), a commonly reported barrier was the desire of 
gamblers to resolve the problem by themselves and their unwillingness to admit to 
having a gambling problem.  Clark (2007) classified these barriers as intrinsic in 
nature, which include attitudes such as not believing that they have a problem, the 
problem is not serious enough to warrant seeking treatment, or that they can handle 
the problem on their own, and unwillingness to relinquish control over their problem.   
 Another barrier found by Suurvali et al. (2009) was the lack of knowledge 
about treatment options.  Clark (2007) classified this barrier as extrinsic because it 
was external to the person.   
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 Lack of knowledge about treatment and its availability was another significant 
barrier to seeking help (Hodgins & El-Guebaly, 2000).  A good example for 
illustration is the National Problem Gambling Helpline manned by professional 
counselors from NAMS in Singapore.  Despite the regular media blitz sponsored by 
NCPG to raise public awareness of the helpline, the number of genuine callers 
averaged only about 100 a month.  The NCPG survey also found that only a very 
small minority (5%) were able indicate the correct telephone number of the helpline 
(NCPG, 2007).  In a recent survey on gambling among older adults living in the 
community in Singapore, Ng (2011) found that 97% (or 72 out of the 74 respondents) 
did not know where to seek help for problem gambling.  Of the two who knew where 
they could get help, they identified the FSC near their homes as a place to get help, 
instead of the helpline.  Although their response was correct as FSCs are considered 
first-tier centers that can refer a client to NAMS after he/she approaches the FSC for 
help, this indicates that public awareness about the helpline was very low among older 
adults in Singapore. 
 Last but not least, the lack of knowledge about the kind of help available 
would also deter problem gamblers from seeking professional help.  In the NCPG-
commissioned educational advertisement that runs on television and newspaper, the 
problem gambler is portrayed as a deceitful, manipulative and incorrigible person who 
connives to con his little daughter of her piggy bank to finance his gambling.  The 
essence of the advertisement carries a strong ideological message coming from high 
moral grounds.  This depiction of a scoundrel-like character of a problem gambler 
deviates from our professional and clinical understanding of problem gambling, 
which does not support the moral paradigm.  Such portrayal of problem gamblers 
would only erect barriers to help seeking for those who contemplate doing so, as it 
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would be equivalent to admitting that they are as deceitful and despicable as the 
character in the advertisement.  Moreover, one would wonder what kind of 
professional help is available to such characters.  A better way of raising the 
awareness about problem gambling and publicizing the help available is to revamp the 
ugly portrayal of problem gamblers in propaganda.  The key message that seems to 
drive the NCPG advertisement is the availability of the helpline.  However, the 
general public seems to be rather clueless about what the helpline can do to help and 
what is entailed in seeking treatment.   
 Socio-cultural factors in help seeking. Apart from the intrinsic and extrinsic 
barriers to help seeking, some socio-cultural factors have also been found to influence 
help seeking in problem gambling.  These include gender difference, shame and 
embarrassment, and seeking help as a last resort.  
 Gender differences. Studies from gamblers who have sought help suggest that 
there are gender differences in help seeking.  Data from countries where there is a 
predominant Chinese population such as Hong Kong and Singapore seems to indicate 
that an overwhelming greater proportion of males seek help for problem gambling 
than female.  The two studies done in Hong Kong have consistently found that male 
gamblers make up 88% of those who sought help (Leung & Tsang, 2011; Tang, Wu, 
& Tang, 2007).  This was similarly reported in studies done in Singapore (Teo et al, 
2007, Lee et al., 2009; Lee et al., 2011).  On the other hand, in countries where 
Chinese and Asian communities form the minority, male gamblers were less likely to 
seek professional help than female gamblers (McMillen, Marshall, Murphy, 
Lorenzen, & Waugh, 2004).   
 Shame and embarrassment of seeking help. Shame and embarrassment have 
been cited in a number of studies as they discourage problem gamblers from seeking 
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treatment (Hodgins & El-Guebaly, 2000; Raylu & Oei, 2004; Scull & Woolcock, 
2005).  The fear of embarrassment and shame of having to admit to having a problem 
in gambling is especially strong among the Chinese.  Raylu and Oei (2004) observed 
that in Chinese culture, shame is associated with losing face and respect.  Tse and 
colleagues, in their study on help seeking among Asian communities in New Zealand, 
found that the shame of needing help for problem gambling was a key barrier to help 
seeking (Tse, Wong & Kim, 2003).   
Seeking professional help as a last resort. When a gambler gets into trouble, 
the family is the first resort for help.  This is consistent with the finding of NCPG 
(2007), which shows that an overwhelming 78% of the respondents indicated that 
they would turn to their family for help on gambling-related problems.  Scull and 
Woolcock (2005) found that in some cultures where gambling is pervasive, the 
extended family is expected to provide support, and seeking help from external 
sources can be seen as a family failure.  Tse et al. (2003) believes that gamblers and 
families turn to professional help only as a last resort in order to avert humiliation to 
the family.  This view is supported by findings from Chinese gamblers in Australia 
(McMillen et al., 2004) and gamblers in Singapore (Teo et al., 2007).  
Theoretical Framework of Help Seeking in This Study  
 Andersen’s socio-behavioral model of help seeking. The review of literature 
in the preceding section has highlighted the important factors underlying gamblers’ 
decisions to seek help or not to seek help for their gambling problems.  This is in spite 
of the provision of problem gambling services to those who need help.  The unstated 
assumption is that help seeking is dependent on the need for help.  However, the 
objective evidence of the low rate of help seeking for problem gambling (IMH, 2012; 
Lee et al., 2009; Lee et al., 2011; Productivity Commission, 2010; Slutske, 2006; 
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Suurvali et al., 2008) illustrates that help seeking is determined by more than just 
perceiving the need for help, and that there are other factors involved.   
 The socio-behavioral model (SBM) of help seeking was first developed by 
Andersen (1968) as an attempt to explain why certain individuals seek help from 
professional help services.  This model postulates that help seeking is influenced by a 
multitude of factors, such as the predisposition to use such services, enabling factors 
that facilitate the use of services, and the need for these services.  These factors can 
independently, or in combination, affect help seeking (Andersen, 1968; 1995; 
Andersen & Newman, 1973).  Goodwin and Andersen, in a later study (2002), 
proposed that help seeking followed a three-step model.  They posited that firstly, 
certain individuals were more inclined to use the service due to predisposing 
characteristics such as age, gender, marital status, ethnicity, education, employment, 
and having positive attitudes toward getting help.  However, even as the individual 
might be predisposed to seeking help, he/she would require enabling characteristics to 
facilitate his/her use of help services.  These enabling factors include knowing where 
to get help, personal income and social support.  Last but not least, the individual 
must have a need for the service, before using it.  This can be based on the 
individual’s subjective assessment or an objective evaluation of need by a 
professional.  According to Wacker, Roberto and Piper (2002), need alone is not 
predictive of service use, unless the individual is predisposed and enabled to use the 
service.   
 The SBM has previously been widely utilized to explain help seeking in health 
and social services among different population groups (Goodwin & Andersen, 2002; 
Lemming & Calsyn, 2004; Nietert, French, Kirchner, & Booth, 2007).  These three 
studies were large-scale studies with good research methodologies, and they 
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examined utilization of different services for mental health, substance abuse, medical 
and social care.  It is interesting to note that these studies found varied results.  
Goodwin and Andersen (2002) found that seeking treatment in community services 
for patients with panic attacks were associated with predisposing and need factors.  
This contrasts with Lemming and Calsyn’s (2004) finding that enabling factors were 
more prominent in service utilization among those with severe mental illness and 
homelessness than predisposing and need factors.   
 Severe mental illness and homelessness are the most challenging types of 
problems faced in the community.  Services catering to both groups are usually 
limited.  Hence, it is logical to assume that enabling factors such as the availability of 
services are far more important in influencing service use.  Nietert et al. (2007) found 
that the utilization of mental health, substance abuse and medical services among at-
risk drinkers were predicted by both predisposing and enabling factors, while need 
factors were not featured.  This could be attributed to the lack of differentiation 
between the subtypes of at-risk drinkers found in the study, such as alcohol 
abuse/dependence, binge drinkers and frequent heavy drinkers.  It is widely noted that 
alcohol abusers and alcohol-dependent persons are more likely to suffer from medical 
and mental health emergencies, compared with chronic heavy drinkers.  Without 
differentiating the subtypes of at-risk drinkers, the influence of need factors on actual 
help seeking is confounded. 
 Similarly, the inconsistent findings in the literature suggest that help seeking is 
also a complex social, behavioral phenomenon.  The major advantage of SBM is that 
help seeking as an outcome is viewed as a dynamic process involving the contribution 
of individual, environmental and temporal factors.  The predisposing factors are 
largely individual characteristics that predispose an individual for help.  The enabling 
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factors represent the environmental conditions that facilitate individuals to seek help, 
such as the availability of help and knowledge of where to get help.  Last but not 
least, need factors have a temporal dimension because they are indicative of whether 
the individual has a need for help at a particular point in time.  The influence of these 
factors can be studied to provide an explanation on help seeking.  Although the SBM 
has not been applied to study the problem gambling population thus far, Clark (2007) 
has alluded that it would be a useful model to explore the help seeking for problem 
gambling because those affected would face similar challenges to those who suffer 
from addiction or mental health problems, among which prior research seems to 
indicate the usefulness of the SBM model.  As there is no prior study that looks into 
help seeking for problem gambling in Singapore, the SBM provides a useful 
framework where we can test out the hypotheses on how the different factors 
affecting the propensity of active gamblers seeking help if they know they have a 
gambling problem.  I shall discuss my study’s research formulation on help seeking 
using the SBM in the following chapter. 
Summary 
 Problem gambling is a complex phenomenon and different theories have been 
proposed to understand its etiology.  The major models of understanding the etiology 
and management of problem gambling were discussed in this chapter and each model 
has its merits and limitations—often based on the context in which problem gambling 
is understood.  However, like many complex problems that possess multiple 
dimensions, there is no singular unifying theory about problem gambling.  Currently, 
the most widely accepted view among policy makers, treatment professionals and the 
recovering community is that problem gambling is best understood as being caused by 
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a combination of biological, psychological and social factors.  As such, the 
biopsychosocial model of problem gambling is adopted as the theoretical framework 
of this study.   
The local gambling participation studies have indicated that gambling is quite 
pervasive here.  For some people, gambling is a significant part of their lives; these 
are known as active gamblers.  While the literature informs us that not every active 
gambler is a problem gambler, there is no data on the prevalence of problem gambling 
among active gamblers here in Singapore.  At the same time, due to the limited 
research on problem gambling, we have very little understanding about the 
psychosocial factors surrounding problem gambling, which is important for us to 
acquire as social workers so as to identify certain segments of the population that may 
be susceptible to developing problem gambling.  Although the literature has informed 
us of some psychosocial factors that were implicated in problem gambling, the extent 
of the influence of these factors has not been widely researched.  Furthermore, most 
of the studies conducted on this topic of interest were done overseas, where socio-
geographical contexts are quite different from those in Singapore.  As such, the first 
part of my study is to find out the prevalence of problem gambling among this group 
of active gamblers in my sample and establish the psychosocial factors associated 
with problem gambling in Singapore.   
 While it is noted that a proportion of problem gamblers are able to resolve 
their problems without seeking professional help, many would not be able to do so.  
Based on the literature on developing and resolving problem gambling, about 30%–
40% of the problem gamblers recovered without getting any formal help (Hodgins et 
al., 1999).  This is known as natural recovery.  The rest would need formal help, 
offered in various forms.  The most common and effective help would be to have 
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specialized treatment services for problem gambling.  Despite the availability of 
specialized treatment services for problem gambling, the help seeking rate is rather 
low, at about 10% in countries with more established treatment services and with a 
longer history of dealing with gambling problems.  This rate has remained fairly 
stable over time.  In Singapore, the published data on problem gamblers seeking help 
indicates that our help seeking rates, at between 2%–3%, are much lower.   
 Based on the data from some of the studies done overseas on why gamblers 
seek or do not seek help, it seems that several factors are involved in help seeking.  
However, those studies that were conducted overseas were limited in generalizability 
due to small sample sizes or samples in which only problem gamblers seeking help 
were surveyed.  Larger-scale studies, on the other hand, focused their efforts on 
surveying the general public about people’s opinions about problem gambling 
services.  As problem gambling affects only a very small segment of the population, 
the responses of the vast non-gambling population may not be representative of the 
views and perceptions of those who are experiencing problems due to gambling.  As 
such, the second part of my research aims to find out the extent to which active 
gamblers would seek help if they know that they have a gambling problem, the 
reasons why some of them would seek help while others would not, and identify those 
factors associated with help seeking, based on Andersen’s theory (1968, 1995).  The 
research formulations for the two parts of my study, namely, problem gambling and 




Chapter Three: Research Formulation 
 From the review of literature related to gambling in the previous chapter, we 
found that there are different theories to explain the etiology of problem gambling.  
As problem gambling is complex and, to date, no unitary theory has been able to fully 
explain problem gambling, the general consensus is that the biopsychosocial model 
provides the most comprehensive understanding.  Hence, this study utilizes the 
theoretical underpinnings of the biopsychosocial model in order to identify the 
psychosocial factors associated with problem gambling.  Some studies have found 
tentative evidence that help seeking has a protective effect on problem gambling 
(Breen, 2011; G21, 2009; Hing & Breen, 2008).  While data has shown that natural 
recovery is possible for about 30% of problem gamblers, those who are unable to 
resolve their gambling problem on their own can turn to formalized help.  Studies that 
focused on help seeking for problem gambling indicate that it is usually driven by 
crisis and influenced by several motivating factors and barriers.  Based on the 
published data on problem gambling, problem gamblers were usually on the verge of 
facing severe and dire negative consequences as a result of their problem gambling by 
the time they sought help (Lee et al., 2009; Teo et al., 2007).  However, as I have 
pointed out earlier, we need to be careful with how we interpret these data as they 
were mostly derived from gamblers already known to treatment services.   
Epistemology of This Research 
 Epistemology is a branch of philosophy that studies how the basis of 
knowledge is derived (Cournoyer & Klein, 2000).  There are two opposing paradigms 
for how knowledge is developed in social work research.  The first paradigm, known 
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as logical positivism, believes that there is an objective reality in our social world and 
our knowledge of this reality can be verified empirically.  The researcher is detached 
as an observer and the importance of values, beliefs, experience and culture are 
largely ignored in generating knowledge.  Interpretivism paradigm, on the other hand, 
believes that our social world can be understood through looking at the meanings 
people ascribe to their personal experiences, including that of the researcher.  Hence, 
the researcher’s personal experiences and perceptions would influence how social 
reality is interpreted and it should be discussed in the research findings as knowledge 
building.  Interpretivist researchers have criticized the positivistic framework for 
oversimplifying the complexities of the social world into a set of observations and 
mere data, devoid of the richness of the human experience.  Likewise, positivist 
proponents think that the interpretivist approach is too subjective and therefore, is not 
useful for generalizing knowledge beyond the small groups of individuals studied. 
 Krysik and Finn (2010), in response to the debate on social work 
epistemology, remarked that positivism has evolved considerably over time.  
Quantitative research would be the more likely term used to describe research 
conducted in the positivist paradigm.  Krysik and Finn (2010) further argued that 
contemporary social workers need not have to choose one paradigm over the other 
because each paradigm is useful in contributing to, and complimenting knowledge 
building in social work (Krysik & Finn, 2010).  My current stand on the epistemology 
of this research is that there is an objective reality of problem gambling that exists 
independently.  As a social worker, I am invariably influenced by my own personal 
and professional values, ideologies and experiences, which may influence my 
interpretation of this social problem.  However, as a social work researcher, I am 
aware that social problems such as problem gambling do not occur randomly and that 
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there may be certain social patterns associated with them.  According to Babbie 
(1998), subjectivity is individualistic whereas objectivity can be socially derived.  
Although the subjective experience of problem gambling among different individuals 
could differ in meaning and intensities, problem gambling as a study topic has certain 
parameters that are objective and consistent.  It is through a systematic method of 
inquiry that I can generate knowledge about this topic.  Currently, the knowledge base 
on problem gambling is rather limited in Singapore.  By adopting a systematic 
approach in utilizing structured methods and procedures to generate knowledge about 
problem gambling, social workers can reduce the extent to which our knowledge 
building is limited by subjective human experiences, interpretations and reasoning.  
Goldhaber (2000) labeled this type of worldview as mechanistic, whereby the ability 
to explain a particular human phenomenon lies with the ability to document cause-
and-effect relationships. 
 Problem gambling is understood as a response to independent antecedent 
events exerting an influence on gamblers.  The complexities of understanding 
problem gambling can be enhanced by reducing them into their constituent parts.  A 
quantitative approach is utilized in this study as it is consistent with the assumptions 
of the mechanistic worldview.  Using this approach, I will utilize validated 
instruments to identify problem gamblers, and test the relationships between the 
various variables in my study.  This is primarily because these instruments have been 
tested and found reliable in providing an objective estimation of the human 
phenomena that are of interest in my study.  The use of statistical methods in a 
quantitative approach helps to strengthen the analyses by objectively interpreting the 





 This research was conceived and carried out prior to the opening of the IRs in 
2010.  Even before the opening of the IRs, Singaporeans were already gambling at 
various outlets quite extensively, the most popular being Singapore Pools’ betting 
outlets.  The epidemiological studies of MSF/MCYS and NCPG have reported that 
gambling is rather pervasive in Singapore, and many Singaporeans consider gambling 
as a recreational activity (MCYS, 2005, 2008; NCPG, 2007, 2012).  A simple tour of 
the Singapore Pools website would reveal that lottery games such as 4D and Toto are 
available five days of the week.  It is also common knowledge among Singaporeans 
that 4D, the most popular gambling game, runs on Wednesdays, Saturdays and 
Sundays, whereas Toto, another popular gambling game, runs on Mondays and 
Thursdays.  For the remaining days of the week, there are other betting games such as 
soccer betting and Formula One car racing, etc.  Even for those who are just pure 4D 
or Toto gamblers, they can go to any Singapore Pools outlets to purchase a betting 
ticket even though there may not be a lottery draw that day.  According to Ng (2011), 
easy access and the low entry barrier of betting with Singapore Pools, where a person 
can make a bet with as low as $1, have led to its immense popularity among 
Singaporeans. 
The ubiquitous Singapore Pools outlets located all over Singapore have 
become a familiar and well-accepted part of our social landscape.  Nonetheless, 
despite the public knowledge that gambling is quite pervasive among the local 
population for many years, there have been very limited studies on gambling done in 
Singapore.  The few studies that were conducted were either epidemiological in 
nature, such as the gambling prevalence and perception studies by MSF/MCYS and 
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NCPG (MCYS, 2005, 2008; NCPG, 2007, 2012), or had been drawn from clinical 
settings, in which key clinical characteristics of pathological gamblers were 
highlighted (Lee et al., 2009; Teo et al., 2007).   
 While the epidemiological studies by MSF/MCYS (2005, 2008) and NCPG 
(2007, 2012) helped to provide an estimate of the prevalence of problem gambling in 
the general population and postulated a certain social profile of a problem gambler, 
these estimates and characteristics were simply too broad and too inconsistent to be 
generalizable to the general population or to be used for identifying certain at-risk 
groups in the population.  For example, in the NCPG 2011 survey (NCPG, 2012), 
there was a higher prevalence of probable pathological gambling in those whose 
monthly personal income were in the brackets of $2000–$2999, and $4000 and above.  
This contradicted with the 2008 survey (MCYS 2008), in which a higher prevalence 
of probable pathological gambling was found among those in the lower monthly 
income bracket of $1000–$2999.  To date, neither NCPG nor MSF/MCYS has been 
able to provide a plausible explanation for the difference reported by the two studies.   
 As for the clinical studies (Lee et al., 2011; Lee et al., 2009; Teo et al., 2007), 
their major limitation was that the profiles were based on problem gamblers who were 
known to their service.  At present, not much is known about other problem gamblers 
in Singapore who have not come forward for help.  The number of gamblers seeking 
help for problem gambling in Singapore is very low (IMH, 2012; Lee et al., 2011; Lee 
et al., 2009; Teo et al., 2007).  Although the literature has indicated some common 
reasons as to why gamblers seek or do not seek help, no local study has ventured into 
this area of research.  The second part of this current study specifically aims to find 




Study Population: Active Gamblers 
 In the NCPG survey of 2011, 43% of the gamblers were considered frequent 
gamblers who gambled at least once a week (NCPG, 2012).  Among the probable 
pathological gamblers, 68% belonged to the frequent gambling group (NCPG, 2012).  
NCPG’s classification of frequent gamblers suffers from the major limitation of not 
including a qualifying time period.  What this means is that a gambler who reports 
having gambled at least once a week for just one to two weeks prior to the survey is 
considered the same as someone who reports having been gambling at least once a 
week for a few years prior to the survey; that is, both types of gamblers are considered 
‘frequent’ gamblers.  This is a likely reason for the finding of such a high prevalence 
of frequent gamblers among Singaporean gamblers in the NCPG survey.   
 My study aims to identify the factors associated with problem gambling and 
help seeking in Singapore.  In order to do so, I targeted active gamblers as the study 
population.  The term, “active gambler,” describes a gambler whose gambling is a 
significant part of his or her daily life (Chan & Ohtsuka, 2013; Hodgins & El-
Guebaly, 2000; Rosecrance, 1988).  As it is postulated that gambling is a significant 
part of daily life, I set more stringent inclusion criteria for a person to be labeled as an 
active gambler.  This means that, apart from the frequency of gambling, they had to 
satisfy a time period.  In this study, an active gambler refers to someone who gambles 
at least twice a week for a minimum period of six months.  I deliberately avoided 
labeling this group as frequent gamblers so as not to confuse the term used in the 
current study with that used in the MSF/MCYS (2005, 2008) and NCPG (2007, 2012) 
studies.   
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 Active gamblers were chosen for two main reasons.  Firstly, problem 
gambling is usually hidden and it would not be possible to identify who the problem 
gamblers were among those who were gambling within the normal bounds.  Problem 
gambling is often manifested in gambling patterns such as higher frequency, longer 
duration and greater amounts of money spent in gambling.  For pragmatic reasons of 
screening and recruiting suitable participants, the frequency and duration of gambling 
were chosen.  Secondly, for the study to be able to make meaningful statistical 
comparisons between problem gamblers and non–problem gamblers, the sample size 
must be adequate to contain both sets of gamblers.  The prevalence studies by 
MSF/MCYS (2005, 2008) and NCPG (2007, 2012) found that only a small proportion 
of gamblers were problem gamblers.  As my study set a more stringent inclusion 
criteria based on frequency and duration of gambling, the probability of recruiting 
problem gamblers to form an adequate sample size should be enhanced.  This way, I 
would be able to isolate the psychosocial factors associated with problem gambling 
without having to embark on a large-scale epidemiological exercise. 
 As gambling forms a significant part of the active gamblers’ lives, some active 
gamblers may encounter problems due to gambling.  These gamblers may want to 
seek professional help, independent of whether they have been assessed to be problem 
gamblers or not.  Therefore, the second part of this study investigates help seeking 
behavior among the active gamblers.  
Research Objectives 




1. To establish the prevalence of problem gambling in my sample of 
active gamblers in Singapore. 
2. To identify the key psychosocial factors associated with problem 
gambling in people who actively gamble in Singapore.  
3. To establish the rate of help seeking for problem gambling among 
active gamblers in Singapore.  
4. To determine the key factors that influence active gamblers to seek 
help for problem gambling, including reasons for and against seeking 
help.  
Research Models 
Problem Gambling Among Active Gamblers   
 This study consisted of two parts, each examining a phenomenon of interest, 
namely, psychosocial factors associated with problem gambling, and help seeking 
among active gamblers.  The first part of the study sought to estimate the prevalence 
of problem gambling among active gamblers through the use of a validated problem 
gambling instrument, and to find out what some of the factors associated with 
problem gambling among active gamblers were.  Based on the understanding of the 
biopsychosocial theory on problem gambling, I have posited that certain psychosocial 
factors are more prominent in the development of problem gambling.  By identifying 
and understanding how these factors are associated with problem gambling, more 
effective strategies can be formulated to tackle problem gambling in Singapore.   
 In this research model (see Figure 3), all the active gamblers are depicted by 
the area under the triangle (rotated clockwise 90
o
).  The x-axis shows the continuum 
of gambling behavior, ranging from serious social gambling to pathological gambling 
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at the extreme right end.  This continuum of gambling behavior was explained in the 
previous chapter.  The dotted line that cuts into the triangle vertically represents the 
point prevalence of problem gambling among the active gamblers.  The prevalence of 
problem gambling among the active gamblers is established after they are 
administered with the Problem Gambling Severity Index, which is a validated 
instrument for screening for problem gambling.  Those who meet the cutoff for 
problem gambling are located in the area of the triangle right of the prevalence line 
(labeled as Problem Gamblers) while those who do not meet the cutoff form the larger 
area left of the prevalence line (labeled as Non–Problem Gamblers). 
 Five groups of psychosocial factors or independent variables were 
hypothesized in this study to be associated with problem gambling (the dependent 
variable).  The first group comprised mainly demographic variables such as age, 
gender, ethnicity, level of education and housing type.  The second group was 
concerned with the socioeconomic situation of gamblers, with variables such as level 
of income and employment status.  The third group of factors was gambling-related; 
such as the age of onset of gambling, the frequency of gambling, amount of time and 
money spent on gambling, whether gamblers had incurred debts due to gambling, and 
the amount of these debts.  The fourth group examined the level of social support 
among gamblers, while the final factor examined the psychological factor in terms of 
the gamblers’ openness to seeking help for problem gambling.  Although there were 
some literature expounded earlier on the potential effects of psychosocial factors on 
problem gambling, very little was known about the relationships between the 
psychosocial factors and problem gambling in Singapore. All the above factors were 
therefore hypothesized to have a direct impact on problem gambling.  The research 
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model to study the association between psychosocial factors and problem gambling is 
depicted in Figure 3. 
 
 
Figure 3. Psychosocial factors of problem gambling. 
Help Seeking Among Active Gamblers 
 The second part of my study examined help seeking for problem gambling.  I 
utilized Andersen’s (1968, 1995) socio-behavioral model (SBM) of help seeking to 
understand how gamblers would seek help.  This model has been widely used to 
explain help seeking in health and social services in different population groups 
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several social work research studies in a few countries (Auslander, Soffer, & 
Auslander, 2003; Kosloski & Montgomery, 1994; Wolinsky & Johnson, 1991).  Clark 
(2007) also believed that this model could help provide some understanding into help 
seeking for problem gambling.  In the previous chapter, I presented the essence of the 
SBM.  To reiterate, help seeking for professional treatment for problem gambling is 
conceptualized to be dependent on a combination of three groups of variables.  The 
first group of variables is known as predisposing characteristics, which include socio-
demographic factors such as age, gender, ethnicity religious affiliation, and marital 
status; socioeconomic factors such as level of education, employment status, and 
housing type, gambling-related behaviors such as frequency, time, money spent on 
gambling, history and years of gambling onset, and attitudes toward seeking 
professional help.  
 The second group of variables is referred as enabling resources.  These include 
personal or community resources that may assist a person to seek help.  Examples of 
personal resources are income level and knowledge about treatment services.  Income 
level is considered a personal resource as it is linked to the person’s ability to earn.  
With higher income level, the person would have better purchasing power for 
treatment.  The availability of social support indicates the level of support a person 
gets from his surrounding social network and is considered a community resource. 
 The last group of variables is termed as the need for treatment.  They include 
subjective and objective needs.  The former refers to the subjective perception about 
the need for help, while the latter refers to objective need for treatment such as being 
a problem gambler and incurrence of gambling debts.  The socio-behavioral model 
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Figure 4. The socio-behavioral model of help seeking. 
Research Questions 
 The following research questions were formulated as the basis of inquiry for 
this study:  
1. What is the profile of the active gamblers found in my sample, in terms 
of socio-demographics, gambling patterns (i.e., favorite gambling 
games, age of onset, time and money spent on gambling, and gambling 
debt), level of social support and openness to seeking help?  









3. Are there any differences in terms of socio-demographic, gambling 
patterns, level of social support and openness toward seeking help 
between problem and non–problem gamblers? 
4. What are the psychosocial factors that are associated with problem 
gambling among active gamblers? 
5. Among the active gamblers, what is the proportion that would seek 
help for problem gambling?  
6. For those who would seek help for problem gambling, what type of 
professional help would they choose?  
7. What are some reasons that deter these gamblers from seeking help on 
problem gambling?  
8. Are there any differences in terms of socio-demographic, gambling 
patterns, level of social support and openness toward seeking help 
between help seekers and non–help seekers?  
9. Based on the socio-behavioral model of help seeking (Andersen, 1968, 
1995), what are the predisposing, enabling and need factors that 
influence gamblers to seek help?  
Research Hypotheses 
 To answer the research questions on problem gambling, the following research 
hypotheses will be tested:  
1. Problem gambling is higher among male than female active gamblers. 
2. Problem gambling is higher among Chinese active gamblers than non-
Chinese active gamblers. 
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3. Certain gambling patterns are more likely to be associated with 
problem gambling among active gamblers.  These patterns to be tested 
include frequency, time and money spent on gambling, and age of 
onset of gambling, gambling debt and amount of debt. 
4. Problem gamblers have a lower level of social support than non–
problem gamblers. 
5. There is a negative relationship between gamblers’ openness to seek 
help and problem gambling. 
 For the second part of the study on help seeking, the following hypotheses 
based on the socio-behavioral model (Andersen, 1968, 1995) will be tested:  
6. There are predisposing factors associated with help seeking. 
a. Active gamblers who have more positive attitudes toward seeking 
professional psychological help are more likely to seek help than those 
with less positive attitudes toward seeking professional psychological 
help. 
b. Active gamblers’ predisposing gambling patterns (time and money 
spent on gambling) are associated with help seeking. 
c. Active gamblers’ demographic background (such as age, gender, 
ethnicity and marital status) is associated with help seeking.  
d. Active gamblers’ socioeconomic situations (such as level of education, 
employment status and housing type) are related to help seeking. 
7. There are enabling factors associated with help seeking. 
a. Active gamblers who know where help services are available are more 
likely to seek help than those who do not.  
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b. Active gamblers with higher level of social support are more likely to 
seek help than those with lower level of social support. 
8. There are need factors associated with help seeking. 
a. Active gamblers who perceive having a need for help (subjective need 
factor) are more likely to seek help than those who do not perceive the 
need for help. 
b. Problem gamblers (objective need factor) are more likely to seek help 
than non–problem gamblers.  
c. Active gamblers who have incurred gambling debts (objective need 
factor) are more likely to seek help than those who have not incurred 
gambling debts. 
Operationalization of Terms 
Active Gamblers 
 The population of interest in this study was active gamblers.  Active gamblers 
refer to individuals who are active participants of gambling activities.  For this study, 
the description of an active gambler was operationalized as a gambler who gambled at 
least twice a week consistently for at least 6 months at Singapore Pools outlets to 
make a bet on any of its games, such as 4D, Toto or sports betting, or at other 
gambling avenues or modes prior to the study. 
Problem Gambling   
 Problem gambling is the dependent variable in the first part of the study.  It 
refers to the point estimation of a person in developing problem gambling.  It is based 
on the score derived from the administration of the Problem Gambling Severity Index 
(PGSI) (Ferris and Wynne, 2001), which is a validated and reliable screening tool for 
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problem gambling.  A gambler is measured from zero to severe risk for problem 
gambling, depending on how he/she scores on the PGSI.  Those who have a score 
under “severe risk” on the PGSI have consistently been found in other studies to be 
considered as a problem gambler (Ferris & Wynne, 2001; Neal, Delfabbro & O’Neil, 
2005).  
Gambling Patterns 
 Gambling onset.  Gambling onset refers to the age when a gambler was first 
exposed to gambling. 
 Time and money spent on gambling.  The amount of time and money spent 
on gambling are measured in a given month and in hours and dollars, respectively. 
 Gambling debt.  A gambling debt refers to the debt incurred by a gambler as 
a result of gambling at the time of the survey.  The total amount of debt is denoted in 
dollar terms.   
Openness Toward Seeking Help/Attitudes Toward Seeking Professional Help  
 Openness toward seeking help is a psychological factor included in the first 
part of the study on problem gambling.  It is defined as the gambler’s willingness to 
seek professional help when his/her emotional state warrants it and is measured by the 
Attitudes Toward Seeking Professional Psychological Help Scale–Short Version 
(ATSPPH-S) developed by Fischer and Farina (1995).  In the second part of this 
study, this variable is considered a predisposing factor to seeking help. 
Help Seeking   
 Help seeking is the dependent variable in the second part of this study.  It 
refers to the intended action by the gambler of approaching a professional 
organization to get help for gambling-related problems.  It includes calling up the 
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National Problem Gambling Helpline, approaching any of the agencies under the 
NCPG’s multi-tiered services, or approaching voluntary welfare organizations such as 
One Hope Centre and WE Care Community Services that run self-help groups like 
GA and other gambling recovery support groups.  
Knowledge of Professional Services for Problem Gambling   
 Gamblers’ knowledge of professional services for problem gambling refers to 
the his/her ability to identify the various treatment or help services for problem 
gambling offered by any of the three-tiered centers and other voluntary welfare 
organizations in Singapore. 
Social Support   
 Social support refers to the level of social support available to the gambler 
from his/her existing social network.  This could include their families or friends.  The 
level of social support is measured by the Medical Outcome Studies–Social Support 
Scale (Sherbourne and Stewart, 1991).  
Perceived Need for Professional Help   
 The perceived need for professional help refers to a gambler’s perception of 
whether he needs to seek professional help in relation to his gambling.  It is defined as 
giving a positive answer to the question, “Was there ever a time during the past six 
months when you felt you might need to see a professional because of problems with 
your gambling?”  This method of assessing perceived need was successfully carried 






 This chapter has explained the epistemology behind this research.  
Specifically, this research adopted a quantitative approach to study the two social 
phenomena of interest, namely, problem gambling and help seeking.  The main 
rationale for this research is to systematically study both problem gambling and help 
seeking in Singapore, as there is very sparse localized knowledge in these areas.  
Based on the biopsychosocial model of problem gambling, the first part of the 
research model aims to identify the psychosocial factors associated with problem 
gambling among the active gamblers.  For the second part of the study on help 
seeking, the research model utilized the socio-behavioral model of help seeking 
(Andersen, 1968, 1995).  It endeavors to establish the factors associated with help 
seeking among the active gamblers.  The methods used in this study will be covered 




Chapter Four: Methods 
 As gambling has been part of our everyday life and is generally widely 
accepted as a social recreational activity in Singapore, this study utilizes a quantitative 
approach in trying to study and understand gambling as a social phenomenon.  This 
approach assumes that certain indicators of a social phenomenon can be quantified 
and measured, and, through objective analysis, is able to provide an explanation on 
how certain variables and outcomes are related.  Prior to this proposed research, there 
have been no local studies that examined the prevalence of problem gambling as well 
as help seeking among active gamblers in Singapore.  To understand the prevalence of 
problem gambling among gamblers, it is hypothesized that there are some specific 
factors associated with gamblers developing problem gambling, as well as some 
factors that can predict their propensity to seek help for gambling problems.  Hence, 
this chapter describes the research design, setting, participants, instruments, 
procedures of data collection and methods of data analysis.  
Research Design 
 This study employed a cross-sectional non-experimental design, whereby 
active gamblers were recruited from a convenient sample.  This study was carried out 
using a social survey method whereby trained surveyors recruited eligible participants 
and administered the survey in the form of a structured questionnaire.  The gamblers 
who met all the following three basic criteria were eligible for the study:  
1) Must be Singaporean; 
2) Age 21 and above; 
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3) Have been gambling (including purchase of any form of betting tickets 
from Singapore Pools or participated in other forms of gambling) twice 
a week, for at least 6 months prior to the study.  
Setting 
 As this study was conducted prior to the opening of the casinos in Singapore 
in 2010, betting outlets operated by Singapore Pools were the most popular legalized 
gambling avenues for gamblers in Singapore.  Hence, the settings for this study were 
the various Singapore Pools outlets located at various parts of Singapore.  In this 
study, Singapore was divided into five geographical zones, namely, central, northeast, 
northwest, southeast and southwest.  These geographical zones were organized 
according to the service boundaries of the five Community Development Councils 
(CDCs).  These are district-based administrations set up to promote social cohesion 
and community bonding among the people in Singapore.  Under each CDC district, 
5% of the number of Singapore Pools outlets located within CDC’s boundary was 
randomly chosen as the study settings where participants would be recruited.  For 
example, if there were 100 Singapore Pools outlets in the Northeast district, five were 
randomly picked.  At the time of the study, there were 309 Singapore Pools outlets 
located across Singapore.  A total of 15 Singapore Pools outlets were selected as the 
study settings.  
Participants and Sampling 
 This study surveyed active Singaporean gamblers, aged 21 and above.  The 
term, active gamblers, was operationalized into a description of those who lay a wager 
on various betting games at least twice a week, for at least 6 months prior to the study.  
Convenient sampling method was used as participation in this study was voluntary 
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and anonymous.  In order to address the limitation of convenient sampling, in which 
similar types of participants might be recruited, data collection was carried out over 
the 15 sites located across the whole of Singapore, and over different days of the 
week, including the weekends.  In addition, the data were also collected at different 
times of the day, namely, in the late morning, during lunch time, and after work in the 
evening.  This was to ensure that the chances of recruiting different profiles of active 
gamblers would be increased.  For example, those who are homemakers or retirees 
may be more inclined to go to betting outlets after grocery shopping or breakfast in 
the morning, whereas lunch time would be a good window to capture the working 
adult gamblers.  Further, as different types of gambling games such as lotteries, sports 
betting and horse racing took place on different days of the week, surveying on 
different days of the week allowed the study to capture gamblers betting on different 
types of games.   
Data Collection 
 Five trained surveyors who were social work undergraduate students were 
employed to collect data.  They received a half-day training conducted by the 
researcher, which included familiarizing the surveyors with the various parts of the 
structured questionnaire, as well as the three different language versions, namely, 
English, Chinese and Malay.  They were also taught how to identify and approach 
potential participants to invite them to take part in the survey.  Last but not least, they 
also role-played among themselves how to administer the questionnaire, so as to 
familiarize themselves with the flow of the survey before they conducted a pilot test 
of the questionnaire.  
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 As the betting outlets are considered private premises of Singapore Pools, the 
data collection was done in the public areas outside the premises after gamblers had 
completed purchasing their bets.  The surveyors were instructed to avoid disrupting 
the operations of Singapore Pools, and not to inconvenience other patrons (people 
who were purchasing betting tickets) while recruiting potential participants.  They had 
to adhere to the following exclusion conditions:  
1) Patrons who were escorted out of Singapore Pools’ premises due to 
unruly behavior; 
2) Patrons who had been barred from entering Singapore Pools’ premises 
by their staff; 
3) Patrons who could not understand English, Chinese or Malay, as the 
questionnaire for the survey were administered in those languages;  
4) Patrons who were hearing-impaired as the surveyors were not trained 
to communicate using sign-language if there was a need to clarify 
some of the survey questions; and 
5) Patrons who were suspected of consuming intoxicating substances 
such as alcohol. 
 When a potential survey participant had been identified and approached by the 
surveyor, he/she would be asked whether he/she would agree to be surveyed.  Those 
who agreed would be screened according to the eligibility criteria before they were 
recruited.  Once a potential survey participant was found to have met the inclusion 
criteria, the surveyors would explain to him/her the purpose of this study, provide 
assurance of complete anonymity and confidentiality, and the participant’s right to 
withdraw at any stage of the survey.  A cover letter prepared and signed by the 
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researcher was also given to the participant for reference, in case the participant 
needed to verify certain information or obtain more information about this study.   
 Before administering the survey, the surveyors would invite the participant to 
a safe and private spot away from the premises of the Singapore Pools outlet to ensure 
that there was sufficient privacy and comfort for the participants to complete the 
survey.  As the survey was administered by the surveyor, an additional blank copy of 
the questionnaire was given to the participant so that the participant could also read 
and follow the questions.  If and when the participants were unsure about the 
questions, they could stop the surveyor for clarifications.  The surveyors had been 
trained on how to answer clarifications on the questions by the participants, without 
making any interpretation to the questions.  Essentially, when such situations 
occurred, the surveyors would explain to the participants that they should interpret the 
questions based on their own understanding and provide a response that was most 
appropriate according to that understanding.  On average, each survey took about 20 
minutes to complete.  Those who completed the survey were given a $15 shopping 
voucher as a token of appreciation for participating in this study.   
 For those gamblers who were approached and met the inclusion criteria but 
declined to participate in the survey, the surveyors were required to fill in some 
information on the Survey Rejection Form as part of the survey administration.  This 
was a very brief form which contained three main fields, namely, gender, rough age 
group (e.g., 30s or 60s) and reason for not participating.  The purpose of capturing 
this data was to determine the response rate and obtain some information as to why 
some gamblers would not want to participate in the survey.  However, it should be 
highlighted that these gamblers also had the right not to provide any information to 




 As this study was conducted across various sites and in public places, data 
collection through social survey had to be thorough, yet focused.  A questionnaire 
containing a few key instruments were developed.  A few key considerations were 
taken into account when choosing the appropriate instruments.  Firstly, the 
instruments must be noted for their validity and reliability in measuring the specific 
indicators that were the subjects of this study.  Secondly, as there were a few key 
variables that this study was examining, brief instruments were preferred over lengthy 
ones so as to minimize drop-outs and incomplete surveys.  This is especially 
important if the participants could be put off by the hassle of needing to complete 
long and cumbersome instruments.  Hence, if there were a few similar instruments 
that measured the same variable, the one which was shorter was chosen.   
 The instruments used in this study (Appendix A) included: 
1. Self-designed socio-demographic, gambling information and help 
seeking form; 
2. Problem Gambling Severity Index (PGSI) (Ferris & Wynne, 2001); 
3. Attitudes Toward Seeking Professional Psychological Help Scale-
Shortened Version (ATSPPH-S) (Fisher & Farina, 1995) ; and 
4. Medical Outcome Studies-Social Support Survey (MOS Social 
Support Survey) (Sherbourne & Stewart, 1991). 
Self-Designed Socio-Demographic, Gambling Information and Help Seeking 
Form   
 The self-designed form consisted of three parts.  In part one, essential socio-
demographic data such as age, gender, highest education, housing, occupation and 
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income of the respondents were captured.  Part two captured gambling-related data of 
the participants, such as the age when they first started gambling, what was their 
favorite gambling game, for how long they had been gambling actively, the frequency 
of their gambling, the amount of money they spent on gambling, whether they had 
incurred any debts due to gambling, how much the debt was, and whether they knew 
of any formal help services for problem gambling.  The third part specifically asked 
whether the participants would seek help if they knew that they had a gambling 
problem and the type of help that they preferred.  For participants who indicated that 
they would not seek help, they were asked to provide reasons for not seeking help.  
Problem Gambling Severity Index   
 The Problem Gambling Severity Index (PGSI) was specifically designed by 
Ferris and Wynne (2001) as part of the wider Canadian Problem Gambling Index to 
measure problem gambling in the general population.  It is a self-report problem 
gambling screening instrument comprising a total of nine items to be answered on a 
four-point scale (0 = never, 1 = sometimes, 2 = most of the time, 3 = almost always).  
The total score derived is indicative of the risk status of the individual with respect to 
problem gambling.  The PGSI is able to identify different subgroups of gamblers 
according to their risk status ranging from no risk, low, moderate to severe risk.  
According to Neal, Delfabbro, and O’Neil (2005), the severe risk gamblers screened 
using the PGSI were correctly identified as pathological gamblers when they were 
independently assessed by interviewers using the DSM-IV (APA, 2010) criteria.  This 
means that a person scoring severe risk on the PGSI can be reliably considered as a 
problem gambler.  Overall, this scale has good internal consistency (Cronbach’s alpha 
= 0.83), test-retest reliability (r = 0.78) and criterion validity (Abbott & Volberg, 
2006; Currie, Casey, & Hodgins, 2010).  The PGSI has been used quite extensively in 
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many countries, such as Australia, Britain, Canada and the US, as a problem gambling 
screening instrument.  In Singapore, an online version is now available on NAMS’ 
website for individuals to do their own screening.  Arthur and colleagues (Arthur, 
Hing, Sagar-Rosemeyer, & Kua, 2007), in their review of valid and reliable measures 
of problem gambling in Singapore, reported that the PGSI was outstanding for having 
the highest reliability and the most significant correlation with DSM-IV, when 
compared with other measures such as the South Oaks Gambling Screen (SOGS) 
(Lesieur & Blume, 1987) and Gamblers Anonymous 20 Questions (GA-20) 
(Gamblers Anonymous, n.d.).  The PGSI was recently used in a local study on the 
development of problem gambling among older adults in Singapore (Tse & Hong, 
2012).  
Attitudes Toward Seeking Professional Psychological Help Scale-Shortened 
Version   
 The Attitudes Toward Seeking Professional Psychological Help Scale-
Shortened Version (ATSPPH-S) is a 10-item instrument designed by Fisher and 
Farina (1995) to measure the overall attitude and willingness to seek professional 
psychological or counseling help.  The items are scored on a four-point Likert scale 
with choices ranging from agree to disagree.  An aggregate score ranging from 0–30 
is obtained after summing up all the 10 items.  This score reflects the respondent’s 
attitudes toward seeking professional help.  A low score indicates predominant 
hesitance to discuss personal problems with a trained professional such as a 
counselor, psychologist or therapist, while a high score indicates an openness and 
willingness to see a trained professional for personal problems.  Hence, a higher score 
is associated with favorable attitudes toward seeking professional help.  According to 
Gonzalez, Tinsley, and Kreuder (2002), they found that good internal consistency 
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coefficients ranging from 0.70–0.80 with the ATPPH-S score.  Although there were 
no local studies that validated the ATPPH-S, this instrument has been used in a few 
local studies and was found reliable for exploring help seeking in Singapore (Ang, 
Lau, Tan, & Lim, 2007; Krishnan & Lim, 2012).   
Medical Outcome Studies-Social Support Survey   
 The MOS Social Support Survey (Sherbourne & Stewart, 1991) is a 19-item 
self-report measure of perceived social support covering multiple domains such as 
emotional, informational, tangible and affectionate support, and positive social 
interaction.  The domain of emotional support includes measuring the expression of 
positive affect, empathetic understanding and encouragement of feelings.  
Informational support includes the ability to get advice, information and guidance.  
Tangible support basically explores the availability of material or behavioral 
assistance to the respondent, while affectionate support measures the expressions of 
love and affection.  Last, the domain of positive social interaction measures the 
availability of other persons with whom the respondent can participate in fun 
interactions or activities.   
 Each item is scored on a five-point Likert scale (1 = none of the time to 5 = all 
the time) and the aggregate score of summing up all 19 items is indicative of the level 
of perceived social support; the higher the score, the better the perception of social 
support.  The MOS Social Support Survey has been found to be a valid and reliable 
measure of social support across different population groups with chronic conditions 
such as depression, diabetes and heart condition (Sherbourne & Stewart, 1991).  
Although no prior study has validated the MOS Social Support Survey in Singapore, 
this instrument has been used extensively in problem gambling research to measure 
social support.  Cronbach’s alphas ranging from 0.93–0.97 have been consistently 
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reported in those studies to indicate the reliability of the MOS Social Support Survey 
(Afifi, Cox, Martens, Sareen, & Enns, 2010; Momper, Nandi, Ompad, Delva, & 
Galea, 2008; Oei & Gordon, 2008).   
Translation of the Survey Questionnaires 
Forward and Back Translations   
 The survey questionnaires were translated into 2 other main official languages 
in Singapore, namely, Chinese (Appendix B) and Malay (Appendix C), using the 
forward and back translation method.  According to Guillemin, Bombardier and 
Beaton (1993), two or more translators are needed to translate the source instrument 
(in English) independently to the targeted language and another two or more 
translators have to translate it back to the source language again.  The purpose of back 
translation is to ensure that any misrepresentations due to cultural adaptation made 
during the forward translation can be detected.  After the back translation had been 
done, they were reviewed against the source instrument to identify any gross 
discrepancies, especially terms too technical in nature for which the native languages, 
Chinese or Malay, might not have an equivalent term.  Once those discrepancies were 
identified, additional revisions were made to improve the clarity of the questions.  
Thereafter, the final translated versions were ready for pilot tests.  
 For this study, I enlisted the help of an associate professor from the Chinese 
department in National University of Singapore, and a consultant psychiatrist from 
NAMS, who were both effectively bilingual in English and Chinese, to independently 
forward-translate the survey questionnaire.  The two forward-translated Chinese 
versions were reconciled into the final Chinese versions of the questionnaires by the 
consultant psychiatrist as he had extensive experience in helping to validate translated 
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Chinese questionnaires and instruments to survey local Chinese-speaking respondents 
in previous problem gambling studies commissioned by MSF/MCYS and NCPG.  As 
for the forward translation of the instrument into Malay language, I obtained help 
from two current Malay teachers in Singapore’s mainstream secondary schools.  
Similarly, they independently translated the questionnaire and met together to 
reconcile the final Malay versions of the questionnaire.   
 The back translations for both the Chinese and Malay versions were carried 
out independently by four bilingual practicing social workers (two ethnic Chinese and 
two ethnic Malay social workers), according to the back-translation procedures 
described earlier.  
Pilot-Testing of Translated Questionnaires   
 After the translated versions of the questionnaire were finalized, they were 
pilot-tested on a convenient sample of local Chinese- and Malay-speaking active 
gamblers.  It should be mentioned here that three surveys using the Malay version of 
the questionnaire was conducted in the pilot test because it was difficult to recruit 
active Malay gamblers.  Most of my attempts to recruit active Malay gamblers 
through informal sources (friends and colleagues) were unsuccessful as they did not 
satisfy the stipulated criteria for active gamblers, i.e., having gambled at least twice a 
week for the past six months.  As for the pilot-testing of the Chinese version, there 
was no such problem and 10 surveys using the Chinese version of the questionnaire 
were carried out successfully.   
Data Analysis 
 Data analysis was carried out using the Statistical Package for Social Sciences 
(SPSS) version 16.0 for Windows (XP).  The scores of the PGSI, ATSPPH-S, and 
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MOS Social Support Survey were calculated according to recommended scoring 
methods (Ferris and Wynne, 2001; Fisher and Farina, 1995; Sherbourne & Stewart, 
1991).  Cronbach’s alpha was used to assess the reliability of these instruments.  All 
three instruments had a Cronbach’s alpha score of 0.6 and above, which was 
considered an acceptable level for social research (Hudson, 1991; Krysik & Finn, 
2010; Nordin, Talib, Yacob, & Sabran, 2010).  The exact Cronbach’s alpha of each 
instrument will be reported in the next chapter on findings.  
 In the analysis of the socio-demographic and gambling information, univariate 
analysis was used to analyze one single variable at a time by means of descriptive 
statistics such as frequency, percentages and mean.  To test the relationship between 
two variables, bivariate analysis was used for comparison of means (independent 
sample t-tests, one-way analysis of variance), correlational analysis, and chi-square 
and Fisher’s exact tests).  For analysis of data sets with more than 2 variables, the 
multivariate analysis method was used.  In this study, logistic regression was used 
because this method was able to determine the impact of multiple independent 
variables that were simultaneously presented to predict problem gambling and help 
seeking respectively.  In addition, as the predictor variables contained both continuous 
and categorical variables while the outcome variables were binary in nature, logistic 
regression was also considered to be more appropriate than discriminant analysis, in 
which the predictor variables have to be categorical. 
 I have explained in the previous chapter that psychosocial factors would be 
tested in this study on problem gambling.  According to the research hypotheses of 
this study, problem gambling can be predicted by a combination of psychosocial 
variablessuch as demographic, socioeconomic and gambling patterns, social support 
and openness to seeking help.  The direct method of logistic regression analysis was 
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used in the present study’s problem gambling research model as it was not the 
intention of this study to establish the order of importance of the independent 
variables to problem gambling.  All the independent variables were entered 
simultaneously in the equation.  As for Andersen’s socio-behavioral model 
(Andersen, 1968, 1995), help seeking is assumed to be influenced by three sets of 
variables, namely, predisposing characteristics, enabling resources and need factors.  
Hierarchical logistic regression analysis was used, in which the three sets of factors 
were entered into the equation in blocks.  In both models, the strength of the 
association was reported in odds ratio.  For both bivariate and multivariate analyses, 
the confidence interval was set at 0.95 and statistical significance level of p< .05 was 
used.   
Research Ethics 
 The research study adhered to the ethical principles and standards promulgated 
by both the American Psychological Association (APA, 2010) and National 
Association of Social Workers (NASW, 2008).  These principles and standards 
essentially stipulate that ethical researchers have to conduct studies competently and 
with due concern for the dignity, welfare and protection of the participants.  In 
discharging the responsibility to respect the dignity and welfare of the participants, 
the following principles were adhered to in this study: 
1) A clear, fair, informed and voluntary agreement by the participant to 
participate in this study was obtained;  
2) The participants’ right to decline or withdraw from their involvement 
in the study was protected; 
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3) Strict confidentiality of the information collected about the participants 
during the study was maintained at all times; and 
4) The possible consequences of the participants’ involvement in the 
research were considered and appropriate guidelines were followed to 
ensure the protection of the participants.  
 In addition to adhering to the ethical research guidelines described above, I 
also consulted the National University of Singapore’s Institutional Review Board 
(NUS-IRB) as this study was my research dissertation with NUS.  A comprehensive 
research protocol, stating clearly the purpose of this study, its objectives, literature 
review, methodologies and procedures, was submitted to the NUS-IRB for its review 




Chapter Five: Findings on Problem Gambling Among Active Gamblers in Singapore 
 Problem gambling can be understood as a complex problem where the 
gambler continues to gamble despite adverse consequences to himself and others 
around him.  Although gambling is quite prevalent in Singapore, not everyone who 
gambles would develop problem gambling.  According to MSF/MCYS’ prevalence 
studies, about 47%–58% of the population gamble at least once annually and the 
problem gambling rate in Singapore is between 2.6%–4.1% (MCYS, 2005, 2008; 
NCPG, 2012).   
 This study postulates that there are some psychosocial factors that are 
associated with problem gambling.  The results are presented in three sections.  The 
first section uses descriptive analysis to answer the first two research questions on the 
profile of the active gamblers and the prevalence of problem gambling found in this 
sample.  The second section presents the results from inferential analysis, whereby the 
differences between non–problem gamblers and problem gamblers were compared 
through the use of bivariate analysis methods.  This answers research question 3, 
which sought to find out whether there are any differences between the two groups.  
The third section presents the results from multivariate analysis which provides 
answer to research question 4 on the psychosocial factors associated with problem 
gambling via logistic regression.  The other five research questions on help seeking 
will be answered in the next chapter.   
Descriptive Analysis 
Research Question 1: What is the Profile of the Active Gamblers in the Study?  
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 Socio-demographics.  This study employed a convenient sampling method 
where 296 participants completed the social survey administered by trained surveyors.  
The participants were recruited from 15 different Singapore Pools outlets located 
across Singapore.  A total of 363 potential participants were approached, of which 
300 agreed to take part in the survey.  This translated into a response rate of about 
82.6%.  Each time a potential participant who was approached declined to participate 
in the survey, the surveyor had to enter some basic data using the Survey Rejection 
Form (Appendix D).  The information collected included gender, estimated age, 
ethnicity, and reasons for not participating in the survey.  There was no significant 
pattern observed among those who declined to participate as they came from an equal 
mix of men and women from various age groups.  The most common reasons given 
for not participating were 1) not interested (31.73% or n = 20), no time (25.36% or n 
= 16) and unable to help (12.6% or n = 8).  The rest did not provide any reasons.  
However, of the 300 participants who consented, four terminated the survey half-way 
due to time constraint (n = 2) and feeling uncomfortable with the questions (n = 2).  
About two-third of the participants (65.5% or n = 194) chose to answer the survey 
using the English questionnaire.  The remaining (34.5% or n = 102) answered via the 
Chinese questionnaire.  None of the participants chose to answer the survey using the 
Malay questionnaire.  
 The mean age of the sample was 48.23 years (SD = 14.307), with the youngest 
being 21 (minimum stipulated age to participate in this study) and the oldest being 90.  
The sample was quite evenly distributed in terms of gender mix, where 52% (n = 154) 
were males and 48% (n = 142) were females.  Most of the participants were married 
(66.9% or n = 198) and about a quarter were single (25.3% or n = 75).  The rest were 
either widowed (4.4% or n = 13) or separated/divorced (3.4% or n = 10).  Chinese 
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formed the vast majority of the sample at 89.5% (n = 265).  Among the non-Chinese 
respondents, the proportion was quite evenly distributed between Indians (5.7% or n = 
17) and Malays (4.4% or n = 13).  There was one Eurasian (0.3%) in the sample.  
Chinese were overrepresented in the sample mainly because gambling is quite 
pervasive and accepted in the Chinese culture, whereas Malays were 
underrepresented.  Most of the participants reported some kind of religious affiliation.  
Buddhists made up 51.4% (n = 152), followed by Taoists (12.5% or n = 37), 
Christians (8.8% or n = 26), Muslims (5.1% or n = 15), Hindus (3.4% or n = 10), and 
other religions not listed in the questionnaire (1.7% or n = 5).  There were 17.2% (n = 
51) who considered themselves as freethinkers.  
 According to Housing and Development Board, Singapore, most Singaporeans 
(82%) live in HDB flats in public housing estates (HDB, 2008).  Moreover, most of 
the Singapore Pools outlets are also conveniently located in these estates.  Thus, it 
was not surprising that 95.6% (n = 283) of the participants were staying in HDB flats 
of various sizes and types.  Only a small minority (4.4% or n = 13) were living in 
private homes such as condominiums and landed houses.  Four participants (or 1.4%) 
listed other types of living arrangements such as renting a room and staying in an 
army camp (serving national service).  Among those who dwelled in HDB flats, 
44.9% (n = 127) lived in 4-room flats, followed by 22.6% (n = 64) in 3-room flats, 
21.6% (n = 61) in 5-room flats.  Another 5.3% (n = 15) lived in the biggest HDB flat 
known as an executive flat, while the final 4.2% (n = 12) lived in the smallest HDB 
rental flat catering to those from low-income families.  
 Singapore is noted for its high rate of literacy in the population.  Of the 
participants, 91.9% (n = 272) reported receiving some form of education.  Nearly half 
(45.9% or n = 136) had secondary education while another 18.65% (n = 55) had 
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received tertiary education and beyond.  However, more than a third (35.5% or n = 
105) had only primary education or less.  In particular, those who did not have any 
formal education made up 8.1% (n = 24) of the sample.  From the data, gambling 
seems to be very popular among those with secondary education or less.  As for 
employment status, most of the participants were gainfully employed (72.6%, n = 
215).  The unemployed, retirees and homemakers were fairly evenly distributed at 
9.1% (n = 27), 8.4% (n = 25), and 7.8% (n = 23), respectively.  The remaining 6 
participants (2.0%) were full-time students.  The average monthly personal income of 
the participants was $1,869.41 (SD = 2659.40), ranging from $0 for someone who 
was unemployed or retired to the maximum of $40,000 reported by one participant.  
In view of the outlier in income level, it is noteworthy that if we were to use the 
median income to represent the sample, the median monthly income level of $1,400 
would be considerably lower than the mean income.  Table 1 shows the socio-
demographic data of the participants. 
 Gambling patterns.  A total of 296 active gamblers were surveyed in this 
study.  The definition of an active gambler was operationalized as someone who has 
been gambling at least twice a week for the past 6 months.  In addition to purchasing 
betting tickets at Singapore Pools outlets, it also includes other types of gambling as 
well, such as soccer and other sports betting, horse racing, going to the casinos, 
internet betting, playing card games or mahjong, etc.  Table 2 presents a summary of 





Socio-Demographics of Participants (N = 296) 
Socio-demographic variables % n or M SD 
Age  48.23 14.31 
Marital Status    
Married 66.9 198 - 
Single 25.3 75 - 
Widowed 4.4 13 - 
Separated/divorced 3.4 10 - 
Ethnicity    
Chinese 89.5 265 - 
Indian 5.7 17 - 
Malay 4.4 13 - 
Eurasian 0.3 1 - 
Religion    
Buddhist 51.4 152 - 
Freethinker 17.2 51 - 
Taoism 12.5 37 - 
Christianity 8.8 26 - 
Islam 5.1 15 - 
Hinduism 3.4 10 - 
Others 1.7 5 - 
Housing type    
HDB 1–2 room flat 4.1 12 - 
HDB 3-room flat 21.6 64 - 
HDB 4-Room Flat 42.9 127 - 
HDB 5-room flat 20.6 61 - 
HDB executive flat 5.1 15 - 
Executive condominium 1.7 5 - 
Private condominium 1.0 3 - 
Private landed 1.7 5 - 
Others 1.4 4 - 
Education level    
No formal education 8.1 24 - 
Primary or below 27.4 81 - 
Secondary & postsecondary 45.9 136 - 
Tertiary & above 18.6 55 - 
Employment status    
Employed 72.6 215 - 
Unemployed 9.1 27 - 
Retired 8.4 25 - 
Homemaker 7.8 23 - 
Student 2.0 6 - 




 The lottery game, 4D, was by far the most popular among the participants, 
which 72% (n = 213) of the participants identified as their favorite game.  Mahjong 
was the second most popular game that 8.4% (n = 25) of the participants chose as 
their favorite.  Toto, which is another popular form of lottery, was third most popular 
at 6.1% (n = 18).  This was followed by sports betting, in which football betting was 
the most popular at 5.4% (n = 16), followed by horse racing (3.7% or n = 11) and card 
games (2.7% or n = 8).  Only two participants (0.7%) identified going to casinos as 
their favorite form of gambling.  However, it should be highlighted that this study was 
done prior to the opening of the casinos in the integrated resorts.  At that time, going 
to casinos meant that people had to travel out of the country to either Malaysia or on 
floating casinos onboard cruise ships.  These options were both costly and time-
consuming.  For example, the nearest land casino was a 12-hour drive away from 
Singapore at Genting Highlands in Malaysia, while the casinos onboard cruise ships 
could only open after the cruise had sailed out into international waters.  Last but not 
least, one participant chose jackpot as her favorite gambling game.  It is interesting to 
note that online or internet betting was not featured as one of the favorite games 
although it is quite popular among young gamblers.  This is because online gambling 
is illegal in Singapore and the respondents probably circumvented the question by 





Gambling Patterns of Participants (N = 296) 
Gambling Patterns % n or M SD 
Favorite game    
4D 72.0 213  
Mahjong 8.4 25 - 
Toto 6.1 18 - 
Sports betting 5.4 16 - 
Horse racing 3.7 11 - 
Card games 2.7 8  
Casino 0.7 2 - 
Big Sweep 0.7 2 - 
Jackpot 0.3 1 - 
Age first gambled - 24.76 10.37 
Years of Active Gambling - 18.90 13.00 
Average gambling days/week - 3.36 1.24 
Average gambling time/week (hrs) - 3.40 5.73 
Monthly spending on gambling ($)   - 216.28 232.81 
Financial debt due to gambling    
Yes 5.7 17 - 
No 94.3 279 - 




 Although the mean age of the sample was about 48 years old, many of the 
participants started gambling when they were much younger.  The mean age of onset 
of gambling was 24.76 (SD = 10.37) years old.  The youngest age reported was at age 
5, while the oldest was at age 63.  The participants had also been gambling actively 
(at least twice a week) for a substantial period of time.  The average number of years 
participants had been gambling was 18.89 (SD = 13.00) years, ranging for about half a 
year (minimum length of time required to be eligible to participate in the survey) to 
the longest being 66 years.  On average, the participants gambled about 3.36 days in a 
week (SD = 1.24), ranging from 2 days to every day of the week (7 days).  In terms of 
time spent on gambling in a typical week, the average was 3.40 hours (SD = 5.73).  
The shortest was 10 minutes, which is quite likely the time needed for a non-
problematic active gambler to queue and purchase his/her lottery tickets for the entire 
week, while the longest was 49 hours for someone whose gambling was his or her 
main activity for the week.  The average monthly expenditure that the participants 
spent on gambling was $216.28 (SD = 232.81).  This amount was comparable to the 
monthly gambling expenditure found by the latest NCPG survey of 2011 (NCPG, 
2012), which found that gamblers spent an average of $212 on gambling.  The least 
amount spent per month was $4 while the highest was $1500 per month.   
 A small proportion of the participants (5.7% or n = 17) owed debts to others 
due to gambling.  The average gambling debt they owed was $3,012.94 (SD = 
3423.95), with the lowest being $60 and the highest being $10,000.  Interestingly, all 
of them had incurred debts with external sources to pay for their gambling losses.  
The most common source of borrowing was friends (47.1% or n = 8 out of 17), 
followed by banks and credit cards (29.4% or n = 5 out of 17).  The remaining owed 
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money to gambling-related rackets like bookies (17.6% or n = 3 out of 17) and illegal 
moneylenders or loan sharks (5.9% or n = 1 out of 17).   
 Social Support.  Social support was measured using the Medical Outcome 
Studies Social Support Survey (MOS Social Support Survey) (Sherbourne & Stewart, 
1991).  This instrument measures the level of social support perceived by the 
participants, with a total of 19 questions scored on a five-point Likert scale.  The 
overall score is derived by summing up all the 19 items.  The higher the overall score, 
the higher the level of social support perceived by the participant.  There are five 
subscales measuring domains of emotional support, informational support, tangible 
support, affection, and positive social interaction.  This scale was found to be highly 
reliable in terms of its internal consistency, with Cronbach’s alpha of 0.945 (MOS 
Social Support Survey in English, α = 0.951; MOS Social Support Survey in Chinese, 
α = 0.934).  The mean social support score of the sample was 66.79 (SD = 16.36).   
 Openness to Seeking Help.   Openness to seeking help was measured using 
the Attitudes Toward Seeking Professional Psychological Help Scale-Shortened 
Version (ATSPPH-S) (Fischer & Farina, 1995).  This 10-item scale measures 
willingness to seek professional counseling or psychological help, where a higher 
total score reflects more favorable and positive attitudes toward seeking help.  This 
scale was found to be adequately reliable in terms of its internal consistency, with a 
Cronbach’s alpha of .617 (ATSPPH-S English, α = .636; ATSPPH-S Chinese, α = 
.602).  Although the level of reliability was lower than those reported in other studies 
in which this scale had been used (i.e., between 0.7–0.8) (Elhai, Schweinle, & 
Anderson, 2008; Fisher & Farina, 1995; Komiya, Good, & Sherrod, 2000), it should 
be noted that in those studies, the study samples consisted of more targeted groups 
that would have a better understanding about what counseling or psychological help 
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entails such as college and counseling students (Fisher & Farina, 1995; Komiya et al., 
2000), or patients who were receiving mental health treatment (Elhai et al., 2008).  
According to Robinson, Shaver and Wrightsman (1991), a scale with a Cronbach’s 
alpha of 0.6 is considered to have met an acceptable level of reliability, especially if 
the scale measured respondents’ attitudes (rather than a description of their current 
state, well-being or symptoms).  The mean score of the sample’s openness to seeking 
help was 14.93 (SD = 5.19)   
Research Question 2: What is the Prevalence of Problem Gambling in This 
Sample of Active Gamblers?  
The prevalence of problem gambling in this sample was measured using the 
Problem Gambling Severity Index (PGSI) (Ferris & Wynne, 2001).  The PGSI is a 
reliable screening tool used to assess the severity of a gambler’s problem gambling.  
As previously described in the methods chapter, a gambler can score anywhere from 
zero (no risk of problem gambling) to 27 (severe risk of problem gambling).  There 
are four categories of gamblers in the classification of problem gambling using the 
PGSI.  Those who score zero are at no risk of problem gambling.  Those scoring from 
1–2 are at low risk of problem gambling.  Those scoring 3–7 are at moderate risk of 
problem gambling, while those who score 8 or more are considered problem 
gamblers.  The PGSI indicated good internal consistency with Cronbach’s alpha at 
0.871 (PGSI-English α = 0.881; PGSI-Chinese α = 0.860). 
 The mean score on the PGSI for the participants was 4.01 (SD = 4.44).  This 
means that on average, active gamblers were at moderate risk of problem gambling.  
A further breakdown of the classification of problem gambling found that about half 
(49.32% or n = 146) were at no or low risk of problem gambling.  About a third 
(31.8% or n = 94) were at moderate risk of problem gambling.  This group were not 
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problem gamblers but were at considerable risk—but they could experience 
significant problems if their gambling were to go out of control.  However, what is 
most significant in this study was that 18.9% (n = 56) of the participants scored above 
the cutoff score for problem gambling.  This is the first local study to report data on 
the prevalence of problem gambling among those who gamble on a frequent basis.  
Table 3 shows the problem gambling severity score and the classification of gambling 
among the participants. 
Table 3 
Classification of Gambling Severity (N = 296) 
Severity level of gambling 
(measured by PGSI) 
n % 
No risk (0–1) 72 24.3 
Low risk (2–3)  74 25.0 
Moderate risk (3–7) 94 31.8 
High risk (8–27) 56 18.9 
Note. PGSI = Problem Gambling Severity Index (Ferris & Wynne, 2001).   
Bivariate Analysis 
Research Question 3: Are There any Differences Between Problem and Non–
Problem Gamblers? 
 In the comparison between problem gamblers and non–problem gamblers, the 
recommended cutoff PGSI score of 8 and above was used to classify problem 
gamblers.  This means that those who scored below this score, regardless of their 
classification of risk level, such as no or low risk, or moderate risk, were classified as 
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non–problem gamblers.  Bivariate analysis methods like independent t-tests, Pearson 
chi-squared tests, and Fisher’s exact tests were used to compare the difference 
between the two groups in terms of their socio-demographics, gambling patterns, 
social support and openness to seeking help.  As some of the variables had low counts 
of the different categories, they were recoded to enable meaningful bivariate analyses.  
Since Chinese formed almost 90% of the sample, ethnicity was reclassified into two 
categories, namely, Chinese and non-Chinese, so as to allow meaningful analysis of 
whether problem gambling was higher among the Chinese.  Many studies have 
indicated a higher level of problem gambling among Chinese (Loo, Raylu & Oei, 
2008, MCYS, 2005, 2008; VCGA, 2000).  Marital status was recoded into three 
categories to reflect the current marital situation of the participants.  The three new 
categories were single (never been married), married (intact marriage), and 
separated/divorced/widowed (no longer in marriage).  Religious affiliation was 
recoded into a Yes or No variable while the various housing type was recoded into 
three simplified categories of rental units, purchased flats and private homes.  The 
results are presented in Table 4. 
 Although the participants were generally middle-aged, problem gamblers were 
significantly younger by about 5 years than non–problem gamblers (t = 2.48, p = 
.014).  Non–problem gamblers reportedly earned more in monthly income than 
problem gamblers, but this was not statistically significant.  Additional comparisons 
between problem gamblers and non–problem gamblers in terms of their socio-
demographic characteristics, such as gender, marital status, ethnicity, religious 
affiliation, education level, employment status and housing types, all yielded non-









(n = 240) 
Problem Gambler 
(n = 56) t or χ2 p 
Age 49.21  44.0  2.48 .014* 
Gender   0.00 .968 
Male 125 (52.1%) 29 (51.8%)   
Female 114 (47.9%) 27 (48.2%)   
Marital status   1.20 .549 
Single 58 (24.2%) 17 (30.4%)   
Married 164 (68.3%) 34 (60.7%)   
Separated/divorced/ 
widowed 
18 (7.5%) 5 (8.9%)   
Ethnicity#      .628 
Chinese 216 (90.0%) 49 (87.5%)   
Non-Chinese 24 (10.0%) 7 (12.5%)   
Religious affiliation#      .694 
Yes 197 (82.1%) 48 (85.7%)   
No 43 (17.9%) 8 (14.3%)   
Education level     2.15 .543 
No formal education 17 (7.1%) 7 (12.5%)   
Primary & below 68 (28.3%) 13 (23.2%)   
Secondary & postsecondary 111 (46.2%) 25 (44.6%)   
Tertiary & above 44 (18.3) 11 (19.6%)   
Employment status#      .166 
Employed 176 (73.3%) 39 (69.6%)   
Retired 21 (8.8%) 4 (7.1%)   
Homemaker 21 (8.8%) 2 (3.6%)   
Unemployed 18 (7.5%) 9 (16.1%)   
Student 4 (1.7%) 2 (3.6%)   
Housing type#      .407 
Rental  15 (6.2%) 1 (1.8%)   
Private homes 10 (4.2%) 3 (5.4%)   
Purchased flat 215 (89.6.5%) 52 (92.9%)   
Monthly income ($) 1,913.96 1,678.46 0.60 .552 
* p < .05.;# Analysis using Fisher’s exact test. 
 In order to compare whether there was any difference in the preference of 
certain gambling games between the problem and non–problem gamblers, the 
responses from the gamblers were collated into broad categories.  This was because 
some of the games that were indicated as the gambler’s favorite game had very low 
cell count which prevented meaningful statistical analysis.  The games were recoded 
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into four categories to enable statistical analysis, namely, lotteries (this includes 4D, 
Toto and Big Sweep), sports betting (including horse racing), jackpot/casino, and 
card/mahjong games.  In the case of preference for certain types of gambling games, 
problem gamblers were more likely to choose sports betting, playing the jackpot or 
going to casino.  They were less likely to choose lotteries as compared with non–
problem gamblers (p = .014).  This indicates that problem gamblers gravitated toward 
gambling games that provided a higher level of excitement, were more competitive in 
nature, and seemingly involving more skill than luck.  Table 5 shows the cross-
tabulation of the gambler’s classification and their favorite types of games (game 
type).  
Table 5 
Comparison Between Non–Problem Gamblers and Problem Gamblers by Their 
Favorite Game Type Using Fisher’s Exact Test 
Favorite Game Type 
Non–Problem Gambler 
(n = 240) 
Problem Gambler 
(n = 56) p 
   .014* 
Lotteries 195 (81.2%) 38 (67.9%)  
Sports betting 17 (7.1%) 10 (17.9%)  
Jackpot/casino 1 (0.4%)  2 (3.6%)  
Card/mahjong 27 (11.2%)  6 (10.7%)  
* p< .05. 
 Most of the participants had started gambling by the time they were into their 
young adulthood.  However, there was no statistical difference between the age of 
onset of gambling between the problem and non–problem gamblers.  In addition, 
comparisons of other gambling-specific characteristics, such as the number of days 
one gambled per week, the duration of time spent on gambling, and the length of 
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gambling history as an active gambler, also yielded non-significant differences 
between the two groups.   
 However, there was a significant difference in the amount of money spent on 
gambling in a given month between the two groups of gamblers.  It comes as no 
surprise that problem gamblers reportedly spent more money on gambling than non–
problem gamblers (t = 2.97, p = .003).  The non–problem gamblers spent an average 
of $197.12 per month on gambling, whereas the problem gamblers spent about $100 
more ($298.39) per month.  Moreover, Fisher’s exact test found that problem 
gamblers were also more likely to incur gambling debts, as compared with non–
problem gamblers.  Of the problem gamblers, 21.4% (n = 12) admitted that they had 
incurred gambling debts, as compared with only 1.7% (n = 4) of the non–problem 
gamblers (p = .000).  The effect size of this association was moderate (Φ = 0.363).  
The debt size between problem gamblers and non–problem gamblers also differed 
considerably at $776.07 and $32.33, respectively (t = 4.90, p = .000).  Table 6 shows 
the comparison between non–problem gamblers and problem gamblers in their 
gambling patterns.  
Table 6 
Comparisons Between Non–Problem Gamblers and Problem Gamblers by Gambling 




(n = 240) 
Problem Gambler 
(n = 56) t or χ2 p 
Age when first gambled 25.18  22.98  1.43 .154 
Years of active gambling 19.34  17.00  1.21 .226 
Gambling days/week 3.31  3.55  −1.31 .191 
Time spent on gambling/week 
(hours) 
3.18  4.37  −1.40 .163 
Monthly expenditure on gambling 
($) 
197.12  298.39  −2.97 .003** 
Gambling debt#      .000** 
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Yes 4 (1.7%) 12 (21.4%)   
No 236 (98.3%) 44 (78.6%)   
Amount of gambling debt ($) 32.33  776.07  −4.90 .000** 
**p < .01; # Analysis using Fisher’s exact test. 
 Given that the problem gamblers had generally incurred higher amounts of 
gambling debt and had lower levels of support, it was expected that a higher 
percentage of them (8.9%, n = 5 vs. 1.7%, n = 4) believed that they had a gambling 
problem as compared with non–problem gamblers (Table 8).  However, it was 
disturbing that more than 90% of the problem gamblers thought that they did not have 
a gambling problem.  Fisher’s exact test found the association to be significant (p = 
.014).  However, in terms of the effect size of this finding, (Cramer’s V = 0.166) was 
weak (Rea & Parker, 1992).  
 Last but not least, a comparison between the problem gamblers and non–
problem gamblers in terms of their openness to seek help found that non–problem 
gamblers were slightly more open to seek help than problem gamblers.  However, this 
difference was statistically non-significant.   
 Table 7 shows the comparison between problem and non–problem gamblers in 
terms of whether they believed that they had a gambling problem, and their openness 
to seek help. 
Table 7 
Comparison Between Non–Problem Gamblers and Problem Gamblers in Their 
Perception of Whether They Had a Gambling Problem, and Their Openness to 




(n = 240) 
Problem Gambler 
(n = 56) t p 




   .014* 
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Yes 4 (1.7%) 5 (8.9%)   
No 236 (98.3%) 51 (91.1%)   
Openness to seeking help 15.02  14.57  .578 .564 
* p< .05;
 #Analysis using Fisher’s exact test. 
Multivariate Analysis 
Research Question 4: What are the Psychosocial Factors Associated With 
Problem Gambling?  
 The preceding section has shown that, in comparison to non–problem 
gamblers, the problem gamblers were more likely to be younger and to spend more 
money on a monthly basis to finance their gambling.  They were also more likely to 
get into financial debts due to their gambling activities, and the debts they incurred 
were much higher than the non–problem gamblers.  It is therefore not surprising that 
problem gamblers reported lower levels of social support than non–problem gamblers.  
Problem gamblers were also more likely to be drawn to gambling games that were 
more solitary in nature such as sports betting and horse racing.   
 This study hypothesized that certain psychosocial factors are responsible for 
one’s vulnerability to developing problem gambling in Singapore.  Direct logistic 
regression method was used to analyze the relationship between socio-demographics, 
gambling patterns, social support and openness to seeking help with problem 
gambling.  In this method, all the variables were simultaneously entered into the 
equation to allow for the evaluation of each on the predictor variable after controlling 
for other predictor variables.  According to Lomax and Hahs-Vaughn (2012), this 
method is useful when there are no specific assumptions about the relative importance 
of the predictor variables.  The PGSI score was dichotomized into non–problem 
gambler and problem gambler groups, in which the former consisted of those who 
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scored below the cutoff for problem gambling.  This group included those who were 
at no risk, low risk or moderate risk of problem gambling.  
 A series of psychosocial factors comprising demographic, socioeconomic, 
gambling, social support, and openness to help seeking indicators were entered into 
the logistic model.  They included age, gender, ethnicity, marital status, religious 
affiliation, education level, housing type, employment status, income, amount of 
money spent on gambling (per month), gambling debt, amount of gambling debt, 
level of social support and openness to help seeking.  The model was deemed 
significant (χ2 = 64.353, df = 23, p = .000), indicating that it was able to differentiate 
between participants who were problem gamblers and those who were not.  The 
model explained 19.5% (Cox & Snell R Square) to 31.5% (Nagelkerke R Square) of 
the variance in problem gambling status and correctly classified 84.5% of the cases.  
As shown in Table 8, there were four significant factors associated with problem 
gambling.  Firstly, problem gamblers were likely to be younger.  This was consistent 
with the findings from some large-scale population studies done in other countries, 
where they found that younger age was a significant risk factor for problem gambling 
(Bondolfi, Osiek, & Ferrero, 2000; Volberg, Abbot, Ronnberg, & Munck, 2001).  
While this study did not attempt to classify which age group(s) might be more 
susceptible to developing problem gambling, our results from the logistic regression 
model indicated that a year’s increase in the age of the participant reduced the odds of 
being a problem gambler by 4.2%.   
 The second factor was unemployment.  This study found that being 
unemployed was a predictor of problem gambling.  As the reference group was 
employed, this means that an unemployed active gambler was 3.16 times more likely 
to be a problem gambler than an active gambler who was employed.  Generally, very 
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few studies thus far have examined the relationship between employment status and 
problem gambling.  In a recent review of literature by Johansson and colleagues 
(2009), they managed to find only two empirical studies that researched the subject 
matter.  Both studies reported a significant relationship between unemployment and 
problem gambling (Feigelman, Kleinman, Lesieur, Millman, & Lesser, 1995; Hall et 
al., 2000).  Hence, this study provided further evidence that unemployment is 
associated with problem gambling. 
 The third factor was incurring gambling debt.  An active gambler who owed 
money to others due to gambling was 22 times more likely to be a problem gambler 
than a counterpart who had not incurred any gambling debt.  This result is hardly 
surprising as incurring gambling debt is a regular feature among problem gamblers.  
Last but not least, social support was also found to be a significant factor.  In this 
model, it was found that every point increase in the social support score reduced the 
participant’s odds of being a problem gambler by 2.2%.  This is consistent with 
various studies that found a significantly lower level of social support among problem 
gamblers (Afifi, Cox, Martens, Sareen, & Enns, 2010; Weinstock & Petry, 2008).  
The rest of the other indicators were not found to be statistically significant, even 
though I hypothesized that openness to help seeking might be negatively associated 
with problem gambling.  In this model, although the score of one’s openness to 
seeking help (ATPPHS-S) was negatively correlated with problem gambling, where 
an increase of one point in the ATPPHS-S score would reduce the odds of being a 
problem gambler by 1.1%, this relationship was not statistically significant.   
Additional Findings on Social Support 
 A further breakdown of the MOS Social Support Survey into the various 
subscales found that problem gamblers scored lower on the domains of affectionate 
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support and positive social interaction.  Table 9 shows the comparisons between 




Psychosocial Factors Associated with Problem Gambling Among Active Gamblers in 
Singapore (N = 296) 
Psychosocial variables n or M 
Psychosocial Factors 
OR (95% CI) 
Constant  6.089  
Age (years) 48.23 0.958  (0.922–0.995)* 
Gender    
Male 154 0.544 (0.241–1.230) 
Femalea 142   
Ethnicity    
Chinese 265 0.855 (0.264–2.764) 
Non-Chinesea 31   
Marital status    
Single 75 0.799 (0.181–3.535) 
Married 198 0.838 (0.220–3.199) 
Separated/divorced/widoweda 23   
Religious affiliation    
Yes 245 1.709 (0.592–4.931) 
Noa 51   
Housing    
Rental 16 0.112 (0.008–1.552) 
Private homes 13 2.624 (0.527–13.073) 
Purchased flata 267   
Education    
No formal education 24 4.280 (0.704–26.014) 
Primary & below 81 1.570 (0.447–5.510) 
Secondary & postsecondary 136 1.007 (0.367–2.762) 
Tertiary & abovea 55   
Employment    
Unemployed 27 3.160 (1.093–9.131)* 
Student 6 2.335 (0.304–17.923) 
Retired 25 2.391 (0.534–10.705) 
Homemaker 23 0.371 (0.066–2.100) 
Employeda 215   
Monthly personal income ($) 1869.41 1.000  (1.000–1.000) 
Gambling onset (age) 24.76 0.988 (0.945–1.032) 
Time spent on gambling/week (hrs) 3.40 1.010  (0.956–1.032) 
Amount spent on gambling/month ($) 216.28 1.001  (1.000–1.003) 
Gambling debt    
Yes 17 22.095 (3.287–148.503)** 
Noa 279   
Amount of gambling debt ($) 3,012.94 1.000 (1.000–1.000) 
Level of social support 66.79 0.978 (0.956–1.000)* 
Openness toward seeking help 14.93 0.989 (0.918–1.066) 
Note. χ2 = 64.353, df= 23, p = .000; Nagelkerke R2 = 0.315; aReference determinant for each factor; bAsterisks indicate significant 




Comparisons of Social Support, Social Support Subscales between Non–Problem 
Gamblers and Problem Gamblers (N = 296) 
Social support and  
social support subscales 
Non–Problem 
Gambler 
(n = 240) 
Problem 
Gambler 
(n = 56) t p 
Level of Social Support 68.04 61.43 2.75 .006** 
Emotional Support 13.08 12.38 1.17 .243 
Informational Support 13.02 12.30 1.25 .213 
Tangible Support 14.54 13.43 1.66 .099 
Affectionate Support 11.75 9.95 3.85 .000** 
Positive Social Interaction 15.65 13.38 3.85 .000** 
** p< .01. 
Summary 
 This chapter reported the findings on problem gambling among active 
gamblers in Singapore.  The prevalence of problem gambling in this group of 
gamblers was 18.9%.  Direct logistic regression method was used to test hypotheses 1 
to 5.   
 The findings of this study do not support hypotheses 1 and 2.  Hypothesis 1 
states that problem gambling rate is higher in male active gamblers, while hypothesis 
2 states that problem gambling rate is higher among Chinese active gamblers.  This 
study found no differences in the rate of problem gambling between the genders, and 
between Chinese and non-Chinese active gamblers.  This means that being male or 
female, and being Chinese or non-Chinese, were not associated with problem 
gambling among active gamblers.   
127 
 
Hypothesis 3 states that certain gambling patterns are associated with problem 
gambling.  Although most of the gamblers had been gambling actively for many 
years, the age of onset of gambling, their frequency of gambling, and the amount 
spent on gambling were not associated with problem gambling.  Only gambling debt 
was found to be associated with problem gambling.  Hence, this hypothesis is 
supported.   
 Hypothesis 4, which concerns social support, is supported as a lower level of 
social support was found to be associated with problem gambling.  Last but not least, 
hypothesis 5, which states that a negative relationship between the gamblers’ 
openness to seeking help and problem gambling exists, is not supported by the 





Chapter Six: Findings on Help Seeking Among Active Gamblers in Singapore 
 As highlighted in the previous chapter, the study found that about 19% of the 
active gamblers can be classified as problem gamblers.  From the literature review, it 
was estimated that about one-third of problem gamblers were able to resolve their 
gambling problem without the need to seek formalized help.  This self-recovery is 
known as natural recovery.  As for those who are unable to resolve their gambling 
problem on their own, they would benefit from getting help from trained addiction 
counselors or problem gambling specialists.  The rate of help seeking for problem 
gambling is about 10%–15% in countries where problem gambling services are more 
established (Slutske, 2006; Suurvali et al., 2008; Productivity Commission, 2010).  
Based on the data available from NAMS, which is the designated center for problem 
gambling treatment in Singapore, as well as some other centers that provide help on 
problem gambling, the help seeking rate in Singapore is about 1%–2%.  However, as 
there has been no local study that examined the factors affecting help seeking for 
problem gambling in Singapore, this part of the study aims to highlight the pertinent 
factors that influence active gamblers to seek help if they know they have a gambling 
problem. 
 As noted in the previous chapter, although 19% of the active gamblers were 
classified as problem gamblers, another 31.8% of them were at moderate risk of 
developing problem gambling.  While the latter group did not meet PGSI’s criteria of 
a problem gambler, they were at considerable risk of their gambling becoming 
unmanageable for whatever reasons.  Based on the PGSI mean score of the entire 
sample, the scores of the active gamblers indicated they were at moderate risk of 
problem gambling.  This means that if the sample was representative of the general 
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population, anyone who had been gambling two or more times per week over a period 
of more than 6 months would be considered to have a moderate risk of problem 
gambling.  Hence, it is important to find out what some factors that influence or deter 
this group of gamblers from seeking help for their gambling and related problems are.   
 One important reason why I did not restrict the study to only problem 
gamblers, but instead included all active gamblers, was because very little was known 
about help seeking for problem gambling in Singapore.  The existing limited data 
from NAMS on help seeking for problem gambling were all derived from gamblers 
who had sought help with NAMS’ services, and many had sought help as a last resort.  
Overseas data, on the other hand, were derived mainly from population surveys, 
which included a substantial number of non-gamblers.  The views about help seeking 
reflected in these overseas population surveys might not be truly representative as 
they included the views of non-participants in gambling.  This study addresses these 
weaknesses in the above-mentioned studies and thus targeted current active gamblers, 
of which slightly more than half (50.7%) were at either moderate or high risk of 
problem gambling.  As such, the responses from these active gamblers about help 
seeking were likely to be more representative of the issues and factors that influence 
gamblers’ help seeking behaviors in Singapore. 
 The first section of this chapter presents the findings from descriptive analysis 
to answer research questions 5 to 7 on the proportion of help seekers among the active 
gamblers, the help seekers’ preferred type of professional help services, and the 
reasons that deterred active gamblers from seeking help.  The findings from bivariate 
analysis are presented in the second section. Bivariate analysis was used to compare 
the differences between the help seekers and non–help seekers in terms of their socio-
demographics, gambling activities and attitudes toward seeking professional help.  
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This analysis sought to answer the research question on whether there were 
differences between help seekers and non–help seekers.  Some of the statistical tests 
utilized included independent t-tests, one-way analysis of variance (ANOVA), and 
Pearson’s chi-squared test.  As this study utilized Andersen’s socio-behavioral model 
(1995) on help seeking, hierarchical logistic regression model was used in the third 
section of the analysis to ascertain which of the factors within the three categories, 
namely, predisposing, enabling and need factors, were associated with help seeking 
among active gamblers.  This would answer the research question on what are the 
factors associated with help seeking among active gamblers. 
Descriptive Analysis 
Research Question 5: What is the Proportion of Active Gamblers Who Would 
Seek Help for Problem Gambling?  
 In Chapter Three, I have operationalized the term, help seeking, to describe 
the actual or intended action by gamblers to seek out a professional organization for 
help on gambling-related problems.  Help seeking in this study is indicated by a 
positive response by participants to the question, “Would you seek professional help 
if you know you have a gambling problem?”  All the 296 participants who completed 
the earlier section of the questionnaire on problem gambling also completed this 
section of the questionnaire on help seeking.  The rate of help seeking was quite 
evenly spread between those who would seek help (47.6% or n = 141) and those who 
would not (52.4% or n = 155).   
Research Question 6:  What is the Preferred Type of Professional Help Service? 
 For gamblers who indicated that they would seek help were asked to choose 
from a list of professional services from the three tiers of treatment providers for 
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problem gambling.  The top choice among the help seekers was to go to a FSC or a 
counseling center (38.3% or n = 54), and this was followed closely by calling the 
National Problem Gambling Helpline (30.5% or n = 43).  Another 12.1% (n = 17) 
preferred to consult their personal doctor or psychiatrist.  There were 9.9% (n = 14) 
who would attend support groups such as GA.  Interestingly, the two designated 
second-tier and third-tier centers such as THK Problem Gambling Recovery Centre 
and NAMS were among the least preferred choices for getting help, at 3.5% (n = 5) 
and 4.3% (n = 6), respectively.  Another two participants (1.4%) indicated that they 
would seek help from their spiritual or religious teacher, such as the priest or pastor.  
Table 10 shows the breakdown of the top choices of help providers among the help 
seekers. 
Table 10 
Preferred Choice of Help Providers (N = 141) 
Professional help providers % N 
Family service centres or counseling centers 38.3 54 
Problem Gambling Helpline 30.5 43 
Personal doctor  12.1 17 
Gamblers Anonymous or support groups 9.9 14 
NAMS 4.3 6 
THK Problem Gambling Recovery Centre 3.5 5 
Others 1.4 2 
 
 In addition, the help seekers were subsequently asked about the time needed 
for them to eventually go for help.  The mean waiting time was 14.52 days or slightly 
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more than two weeks (SD = 25.667), ranging from the shortest of zero day (i.e., taking 
almost immediate action) to 168 days (about 6 months).  About 69.5% (n = 98) 
responded that they would get help within a week (7 days), which was also the mode 
(22.7% or n = 32) and the median.  This means that the waiting time of one week was 
rather representative of those who wanted to get help.  In order to understand what the 
impetuses for them to seek help urgently were, or the reasons behind unnecessary 
delay, the help seekers were asked to justify their choice of time frame.  This question 
was posed as an open-ended question so as not to preclude any predetermined 
responses.  Thereafter, all the responses were examined and later organized into 
categories that highlighted several key themes.  A total of seven key themes emerged 
and they are presented in the Table 11 in terms of number of endorsements: 
Table 11 
Reason for Taking X Number of Days to Seek Help (N = 141) 
Key themes n* % 
Some time to think about it. 50 35.5 
Let me try to solve the problem on my own first. 27 19.1 
My problem is very serious/urgent. 22 15.6 
I have to find out where to get help. 16 11.3 
I need to ask, discuss or consult my family. 7 4.9 
I have to settle my financial/pressing problems first. 6 4.2 
I actually don’t know where to get help. 4 2.8 
Note.  *Responses did not add up to 100% due to missing responses or unclassifiable 
responses (n = 9).  
 The key themes extracted from the help seekers’ responses suggest that while 
many expressed intention to seek help, their intentions might not translate into real 
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action, as evidenced by their contemplative rather than affirmative reasoning, such as 
needing more time to think about getting help and needing to consult with their family 
(40.4% or n = 57).  Another big group were the ones who wanted to solve their 
problem on their own before they turned to professional help, or those who felt they 
had other more pressing problems such as financial or family problems that they 
needed to attend to before they sought help (23.4% or n = 33).  Those who indicated 
that their gambling problem was quite serious and urgent were probably more likely 
to seek help sooner rather than later.  A one-way ANOVA test was used to examine 
whether the different reasons cited by the respondents were associated with any 
difference in the length of time they would take to get affirmative help.  The results 
indicated that those who felt that their gambling problem was serious needed only 
2.23 days to seek help (SD = 5.928).  The next group of gamblers who would seek 
help early were those who indicated that they needed some time to find out where 
help would be available, at 3.25 days (SD = 2.543).  Among those who would take a 
long time before they sought help were those who did not know where to get help.  
This group of respondents indicated that they needed as long as 51 days to get 
professional help (SD = 78.854).  Among those who indicated that they needed to 
settle other pressing problems, the analysis indicated that they would also delay 
considerably before getting help (46.83 days, SD = 40.990).  The sizeable number of 
respondents who indicated that they had to first consult and discuss with their family 
also needed a substantial period before they would get help (36 days, SD = 59.147).  
Table 12 shows the results from the one-way ANOVA in terms of time frame (days) 





Actual Number of Days Needed to Get Help and Reasons for the Time Frame Needed 
(N=141) 
Key themes % (n) M SD 
Let me try to solve the problem on my own first. 19.1  (27) 16.07 14.539 
I need to ask, discuss, or consult my family. 4.9  (7) 36.00 59.147 
Some time to think about it. 35.5  (50) 13.60 18.376 
I have to find out where to get help. 11.3  (16) 3.25 2.543 
I have to settle my financial/pressing problems first. 4.2  (6) 46.83 40.990 
My problem is very serious/urgent. 15.6  (22) 2.23 5.928 
I actually don’t know where to get help. 2.8  (4) 51.00 78.854 
Missing or unclassifiable  6.4  (9) 10.67 10.583 
Note.  F = 5.401, df = 7, p = .000. 
 As the number of respondents indicating the different reasons were dissimilar, 
a Levene’s homogeneity test of variance was carried out and the result was significant 
(Levene’s F =14.616, p = .000).  This indicated that the ANOVA’s equality of 
variance assumption was violated and a posthoc Games-Howell test, rather than 
ANOVA, was therefore used to compare the differences between the groups.  
 Posthoc comparisons using the Games-Howell test were used to determine 
which pairs of the seven group means differed.  It showed that those who preferred to 
first solve their problem took a longer time to seek help (M = 16.07, SD = 14.539) 
than those who needed to find out where to get help (M = 3.25, SD = 2.543) and those 
who believed that the problem was very serious and urgent (M = 2.23, SD = 5.928).  
At the same time, those who were more contemplative and needed time to think about 
getting help also took a longer time to get help (M = 13.60, SD = 18.376) compared 
with those who needed to find out where to get help (M = 3.25, SD = 2.543) and those 
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who believed that their problem was serious and urgent (M = 2.23, SD = 5.928).  The 
results are presented in Table 13. 
 Although the help seekers were asked at an earlier part of the questionnaire 
about their preferred choice for getting help, it was not assumed that they would all 
know exactly where to go in order to get help.  Among the help seekers, only slightly 
more than one-third (34.8% or n = 49) knew where they could approach for help.  The 
rest of the 65.2% (n = 92) indicated that they did not know the avenues for help.  This 
was quite alarming because even if the gamblers knew that they had a gambling 
problem and had the intention to seek help, they would not be able to do so because 
they did not know where the avenues for help were.  Among the entire sample of 296 
gamblers, about three-quarter (73% or n = 216) did not know the avenues for help.  
This supported the finding of a recent local study by Ng (2011), that sources of help 
for problem gambling were not well publicized in Singapore, and a majority of the 
people did not know where they could get help. 
 
 
Table 13  





1 2 3 4 5 6 7 
Let me try solve my problem on my own first (1) 16.07  −19.926 2.474 12.824* −30.759 13.847* −34.926 
Need time to discuss/consult my family (2) 36.0 19.926  22.400 32.750 −10.833 33.733 −15.000 
Some time to think about it (3) 13.60 −22.400 −2.474  10.350* −33.233 11.373* −37.400 
I have to find out where to get help (4) 3.25 −12.824*  −10.350*  −45.583 1.023 −47.750 
I have to settle my financial/pressing problems first (5) 46.83 30.759 10.833 33.233 45.583  44.606 −4.167 
My problem is very serious (6) 2.23 −13.847* -33.733 −11.373* −1.023 −44.606  −48.773 
I actually don’t know where to get help (7) 51.00 34.926 15.000 37.400 47.750 4.167 48.773  








Research Question 7:  What are the Reasons That Deter Gamblers From Seeking 
Help?  
 Among the other 155 gamblers who indicated that they would not seek help 
even if they knew that they had a gambling problem, they were asked to provide the 
reason for not wanting to seek help.  Similarly, the question was posed as an open-
ended one in order to elicit more open responses.  Seven key themes emerged from 
the analysis of their responses and the responses are categorized along these key 
themes in Table 14.  
Table 14 
Reasons for Not Seeking Help (N = 155) 
Key themes n* % 
It is shameful or embarrassing to ask for help. 41 26.5 
My problem is not serious. 30 19.4 
I can solve my own problems. 24 15.5 
My family will help me solve the problem. 24 15.5 
I don’t know where to get help. 19 12.3 
It is my choice if I should get help. 10 6.5 
I can’t afford to pay for treatment. 6 3.9 
Note.  *Responses did not add up to 100% due to missing responses or unclassifiable 




 It appeared that shame or embarrassment of asking for help was a significant 
reason that deterred gamblers from seeking help.  This corroborated with some of the 
other studies done overseas which also found that gamblers cited shame or 
embarrassment as a barrier (Hodgins & El-Guebaly, 2000; Raylu & Oei, 2004).   
 The other reasons cited for not seeking help with problem gambling seem to 
indicate that the gamblers had some internal resources or support from their informal 
support network, most notably from their own family.  Those who believed that they 
could resolve their own problem or get help from their families accounted for more 
than 30% of the responses.  Another 19.4% (n = 30) believed that their problem was 
not serious enough to warrant seeking professional help.   
 Unfortunately, there were 12.3% (n = 19) who cited that the reason for them 
not seeking help was because they did not know where they could get help.  Apart 
from the periodic media blitz by NCPG to promote understanding about problem 
gambling and to publicize the National Problem Gambling Helpline, none of the other 
service providers seemed to be actively reaching out to the general public to promote 
their services.  This again highlights that information on the avenues for help with 
problem gambling was not well disseminated and could be a probable factor affecting 
whether gamblers would seek help.  Knowledge about help services would be further 
investigated in the later section when the analyses of the factors associated with help 
seeking using Andersen’s socio-behavioral model (1995) are presented. 
 Those who expressed that they were simply exercising their own choice as to 
whether they would need help for their gambling accounted for 6.5% (n = 10).  Last 
but not least, a minority of 3.9% (n = 6) cited that they could not afford to pay for 
treatment as their reason for not seeking help.  This again highlights the inadequacy in 
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the information about treatment services provided to the public, resulting in the 
perception that professional help is costly. 
Bivariate Analysis 
Research Question 8: Are There any Differences Between Help Seekers and 
Non–Help Seekers?  
 In the previous section, it was found that slightly less than half of the 
participants (47.6%) were inclined to seek help if they thought they had a gambling 
problem.  The top choices of help services were FSCs and the National Problem 
Gambling Helpline.  Ironically, the least preferred choice was specialized problem 
gambling treatment centers such as NAMS and THK Problem Gambling Recovery 
Centre.  Among those who indicated that they would not seek help, the most common 
reasons were shame and embarrassment, and that they had personal and family 
resources at hand to deal with the problem.  In this section, bivariate methods such as 
comparison of means, Pearson’s chi-squared test and Fisher’s exact test were used to 
identify differences between help seekers and non–help seekers, in terms of their 
socio-demographics, gambling patterns, level of social support, knowledge about 
treatment services and attitudes toward professional help.  The results of the 
comparisons by socio-demographics between help seekers and non–help seekers are 





Comparisons Between Help Seekers and Non–Help Seekers by Socio-demographics 
(N = 296) 
Socio-demographic variables 
Help Seekers 
(n = 141) 
Non– 
Help Seekers 
(n = 155) t or χ2 p 
Age 46.42  49.87  −2.085 .038* 
Gender      .302 .583 
Male 71 (50.4%) 83 (53.5%)   
Female 70 (49.6%) 72 (46.5%)   
Marital status     .890 .641 
Single 34 (24.1%) 41 (26.4%)   
Married 94 (66.7%) 104 (67.1%)   
Separated/divorced/widowed 13 (9.2%) 10 (6.5%)   
Ethnicity      .256 
Chinese 123 (87.2%) 142 (91.6%)   
Non-Chinese 18 (12.8%) 13 (8.4%)   
Religious affiliation      .759 
Yes 118 (83.7%) 127 (18.1%)   
No 23 (16.3%) 28 (18.1%)   
Education level     7.769 .050* 
No formal education 5 (3.5%) 19 (12.3%)   
Primary & below 42 (29.8%) 39 (25.2%)   
Secondary & postsecondary 66 (46.8%) 70 (45.2%)   
Tertiary & above 28 (19.9%) 27 (17.4%)   
Employment status     1.767 .779 
Employed 107 (75.9%) 108 (69.7%)   
Retired 10 (7.1%) 15 (9.7%)   
Homemaker 9 (6.4%) 14 (9.0%)   
Unemployed 12 (8.5%) 15 (9.7%)   
Student 3 (2.1%) 3 (1.9%)   
Housing type     4.073 .130 
Rental  4 (2.8%) 12 (7.7%)   
Private homes 5 (3.5%) 8 (5.2%)   
Purchased flat 132 (93.6%) 135 (87.1%)   
Monthly income ($) 1,827.16  1,907.83  −0.260 .785 




 Gamblers who were more inclined to seek help were younger than those who 
were less inclined to seek help.  This is likely due to greater awareness of problem 
gambling and better access to information about the avenues for help.  An 
independent t-test was carried out to find out whether there was any difference in age 
between the gamblers who knew what help services were available for problem 
gambling, versus those who did not.  The result shows (Table 16) that those who 
knew about the treatment services for problem gambling were also significantly 
younger than those who did not (45.26 vs. 49.32, t = −2.183, p = .030).  This finding 
also corroborates with Ng’s recent study (2011) on gambling among older adults in 
Singapore, which found that a vast majority of older persons did not know what help 
services were available for problem gambling.  
Table 16 
Comparisons of Age Between Gamblers Who Knew About Treatment Services for 




(n = 80) 
Does Not Know 
About Treatment 
Services 
(n = 216) t p 
Age 45.26 49.32 −2.183 .030* 
*p < .05. 
 Comparisons with other socio-demographic variables such as gender, marital 
status, religious affiliation, employment status, housing type and monthly income 
yielded non-significant findings, except for education level.  To recall, in the previous 
chapter where the demographic data of the overall sample was reported, those without 
any formal education made up 8.1% (n = 24) of the participants.  Among gamblers 
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who did not receive any formal education, significantly more of them indicated that 
they would not seek help vis-à-vis those who would (12.3% vs. 3.5%).  Comparing 
within the subgroup of gamblers who had no formal education, an overwhelming 
majority indicated that they would not seek help (79.2% or n = 19 out of 24).  This 
suggests that those who were better educated had greater awareness of, and better 
understanding about problem gambling, and were more informed about available 
treatment services for problem gambling.  Pearson’s chi-squared test (Table 17) found 
that those with a lower level of education were less likely to know where treatment 
services for problem gambling were available (χ2 = 10.750, p = 0.013).  The effect 
size was 0.191 (Cramer’s V). 
Table 17 
Comparison Between Gamblers Who Knew About Treatment Services and Those Who 
Did Not in Terms of Their Education Level (N = 296) 
Variable 
Knows about treatment 
services 
(n = 80) 
Does not know about 
treatment services 
(n = 216) χ2 p 
Education level     10.750 .013* 
No formal education 4 (5.0%) 20 (9.3%)   
Primary or less 13 (16.2%) 68 (31.5%)   
Secondary and postsecondary 42 (52.5%) 94 (43.5%)   
Tertiary and above 21 (26.2%) 34 (15.7%)   
* p< .05. 
 I also examined if there were any significant differences in the gambling 
patterns, knowledge about treatment services, as well as between the level of social 
support and attitudes toward professional help between the help seekers and non–help 
seekers.  Table 18 shows that there were no statistical differences between these two 
groups in terms of their gambling patterns.  Comparisons of their problem gambling 
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status and perceived need for professional help between help seekers and non–help 
seekers also yielded non-significant results. 
Table 18 
Comparisons Between Help Seekers and Non–Help Seekers by Gambling Patterns, 
Social Support, Attitudes Toward Professional Help, Problem Gambling Status, and 
Perceived Need for Professional Help (N = 296) 
 
Help seekers 
(n = 141) 
Non–help seekers 
(n = 155) t or χ2 p 
Age when first gambled 24.64  24.88  −.198 .843 
Years of active gambling 17.59  20.09  −1.656 .099 
Gambling days/week 3.29  3.42  −.890 .374 
Time spent on gambling/week 
(hours) 
3.54  3.28  −.394 .694 
Monthly expenditure on gambling 
($) 
194.13  236.43  −1.565 .119 
Gambling debt#      .454 
Yes 10 (7.1%) 7 (4.5%)   
No 131 (92.9%) 148 (95.5%)   
Amount of gambling debt ($) 224.54  126.19  .795 .427 
Problem gambling status#      .658 
Problem gambler 25 (17.7%) 31 (20%)   
Non–problem gambler 116 (82.3%) 124 (80%)   
Perceived need for help#      0.741 
Yes 5 (3.5%) 4 (2.6%)   
No 136 (96.5%) 151 (97.4%)   
Knowledge of treatment#      .003** 
Yes 49 (34.8%) 31 (20.0%)   
No 92 (65.2%) 124 (80.0%)   
Level of social support 68.77  64.99  1.991 .047* 
Attitudes toward professional help 16.61  13.41  5.569 .000** 
* p < .05; ** p < .01; #Analysis using Fisher’s Exact Test. 
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 However, there were statistically significant differences between the help 
seekers and non–help seekers in terms of their knowledge of treatment services, level 
of social support and attitudes toward professional help.  In terms of knowledge about 
treatment services for problem gambling, nearly three-quarter of all the participants 
surveyed (73% or n = 216) did not know where to get help.  This indicates that 
awareness about problem gambling treatment services was very low in Singapore.  
Fisher’s exact test revealed that non–help seekers were more likely to report lacking 
knowledge about help services, and the effect size was Φ = 0.166 (p = .003).  
 As reported in the previous chapter, the level of social support was derived 
from the composite score of the MOS Social Support Survey.  The higher the score, 
the greater the level of social support perceived and reported by the participant.  A 
comparison of means found that help seekers reported a higher level of social support 
than non–help seekers.   
 Attitude toward professional help was the other variable found to be 
associated with help seeking.  This was measured using the Attitudes Toward Seeking 
Professional Psychological Help Scale-Shortened Version (ATSPPH-S).  A higher 
total score reflects more favorable and positive attitudes toward seeking help.  My 
current research is the first local study that examines whether favorable attitudes 
toward professional help have any bearing on gamblers seeking help. 
 Table 18 shows that help seekers had more favorable attitudes toward turning 
to professional help if they were to encounter problems due to gambling, compared 
with non–help seekers.  One likely reason is that the help seekers in our study cohort 
were also better educated and had a better understanding about the types of help 
available, and what help would involve.  This is supported by the finding presented in 
an earlier section (Table 15), that those without formal education were found to be 
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less inclined to turn to professional help.  One-way ANOVA confirmed that the level 
of education was positively associated with higher attitudinal scores (implying more 
positive attitudes) among the participants (F = 8.087, df = 3, p = .00).  Table 19 shows 
that those with no formal education scored the lowest in their attitudes toward 
professional help (10.83, SD = 5.31), while those with tertiary education and above 
had the most favorable attitudes toward professional help (16.31, SD = 5.89). 
Table 19 
Comparisons of ATSPPH-S Scores With Level of Education (N = 296) 
 n M SD F p 
Level of education    8.087 .000** 
No formal education 24 10.83 5.31   
Primary & below 81 14.16 4.74   
Secondary & postsecondary 136 15.56 4.73   
Tertiary & above  55 16.31 5.89   
**p < .01. 
 In order to ascertain whether gamblers with a lower level of education were 
residing in a particular type of housing—therefore indicating their socioeconomic 
status—a comparison was made between the level of education and housing type.   
 Table 20 shows that those living in rental units were more likely to have 
education level lower than primary whereas none of those living in private housing 
had education level lower than secondary.  Fisher’s exact test showed that this 
















Rental 4 (25%) 8 (50%) 4 (25%) 0 (0%) 
Private home 0 (0%) 0 (0%) 6 (46.2%) 7 (53.8%) 
Purchased flat 20 (7.5%) 73 (27.3%) 126 (47.2%) 48 (18.0%) 
Note.  Fisher’s exact test, p = .000, Cramer’s V = .212.  
Multivariate Analysis 
Research Question 9: What are the Predisposing, Enabling and Need Factors 
That Influence Gamblers to Seek Help?  
 Through the use of bivariate analysis in the preceding section, it was found 
that the gamblers’ age, education, social support and attitudes toward seeking 
professional help were variables associated with help seeking.  In my review of 
literature in Chapter Two, I have explained that Andersen’s socio-behavioral model 
(1995) has been found useful in providing an understanding of help seeking behavior 
in various health and social care populations.  Hence, this study utilized Andersen’s 
model (1995) to find out what the various factors that influence help seeking among 
active gamblers in Singapore are. 
 Andersen (1995) proposed that help seeking is determined by a combination 
of predisposing, enabling and needs factors.  Predisposing factors are those that are 
present before seeking help.  This study included predisposing factors of socio-
demographics (age, gender, marital status, type of housing, religious affiliation, level 
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of education, employment status), pre-existing gambling patterns (amount of time and 
money spent on gambling) and attitudinal factors (pre-existing attitudes toward 
professional help).  Enabling factors are those that facilitate access to help services.  
The enabling factors included in this study are personal income, knowledge about 
where to seek help and social support.  Need factors suggest that there is a need for 
help services and the need can be presented in the form of perceived and evaluated 
needs.  In the perception of needs, an individual makes a subjective assessment that 
he/she would need the service to help him/her with the problem.  On the other hand, 
evaluated needs are objective indicators that the individual requires help services.  In 
this study, perceived need was measured by the participants’ own perception that they 
would need help for problem gambling.  Evaluated needs were indicated first, by a 
respondent’s classification as a problem gambler based on their responses to the 
PGSI, and second and third, from the respondent’s self-report of incurrence of 
financial debt due to gambling. 
 Hierarchical logistic regression was used to determine the association of each 
of the factors with help seeking.  This was the same method of analysis used by 
Goodwin and Andersen (2002) in their proposed three-step model of help seeking.  
According to Goodwin and Andersen (2002), the variables were entered in blocks: 
predisposing, enabling and need factors.  The results are presented in Table 21.  When 
only predisposing factors were entered into the model, it was found that those who 
were single and those who were married were less likely to seek help as compared 
with the reference group of separated/divorced/widowed.  Those living in rental units 
such as 1–2 room HDB rental flats and other non-permanent housing arrangement 
(e.g, renting a room) were less likely to seek help, compared with the reference group 
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of those living in purchased HDB flats.  On the other hand, having favorable and 
positive attitudes toward professional help increased the propensity to seek help. 
 When enabling factors were entered into the model, being single or married, 
living in a rental units, and having favorable attitudes toward professional help 
remained associated with help seeking.  In addition, knowledge of treatment services 
emerged as an enabling factor associated with help seeking, whereby gamblers who 
knew where help services were available were more likely to seek help than those 
who did not know. 
 When the final block of need factors were added in the model, being single or 
married, and staying in a rental housing unit were negatively associated with help 
seeking.  Having favorable attitudes toward professional help and knowing where the 
services and resources for help were, were positive predictors of help seeking.  None 




Table 21  
Factors Associated with Help Seeking Among Active Gamblers in Singapore (N = 296) 
 n or M 
Predisposing factors 
OR (95% CI) 
Predisposing and enabling factors 
OR (95% CI) 
Predisposing, enabling and need factors, 
OR (95% CI) 
Constant  1.480  .640  .516  
A. Predisposing factors        
Age (years) 42.83 0.981 (0.955–1.007) 0.982  (0.956–1.009) 0.982  (0.955–1.009) 
Gender         
Male 154 0.807  (0.450–1.446) 0.823  (0.452–1.498) 0.791  (0.431–1.451) 
Femalea 142       
Ethnicity        
Chinese 265 0.524 (0.215–1.278) 0.570  (0.234–1.388) 0.619 (0.251–1.528) 
Non-Chinesea 31       
Religious affiliation        
Yes 37 1.471 (0.716–3.022) 1.612 (0.766–3.390) 1.633 (0.771–3.460) 
Noa 51       
Marital status        
Single 75 0.205 (0.058–0.729)* 0.178 (0.049–0.646)** 0.183 (0.050–0.675)* 
Married 198 0.325 (0.105–1.000)* 0.262 (0.083–0.823)* 0.258 (0.081–0.826)* 
Separated/divorced/widoweda 23       
Housing        
Rental 16 0.137 (0.033–0.574)** 0.151 (0.036–0.632)** 0.129 (0.029–0.568)** 
Private home 13 0.727 (0.193–2.743) 0.813 (0.204–3.238) 0.858 (0.214–3.436) 
Purchased flata 267       
Education        
No formal education 24 0.578 (0.134–2.487) 0.678 (0.150–3.066) 0.662 (0.145–3.025) 
Primary & below 81 1.855 (0.792–4.343) 2.103 (0.854–5.177) 2.160 (0.865–5.393) 
Secondary & postsecondary 136 1.116 (0.541–2.301) 1.184 (0.560–2.505) 1.204 (0.565–2.566) 







 n or M 
Predisposing factors 
OR (95% CI) 
Predisposing and enabling factors 
OR (95% CI) 
Predisposing, enabling and need factors, 
OR (95% CI) 
 
Employment 
       
Unemployed 27 0.691 (0.256–1.861) 0.718 (0.261–1.973) 0.762 (0.271–2.141) 
Student 6 0.744 (0.122–4.544) 0.8801 (0.130–5.938) 0.927 (0.135–6.373) 
Retired 25 0.855 (0.286–2.556) 0.746 (0.239–2.328) 0.794 (0.251–2.510) 
Homemaker 23 0.481 (0.171–1.356) 0.429 (0.151–1.220) 0.433 (0.151–1.243) 
Employeda 215       
Time spent on gambling/week (hrs) 3.40 1.027  (0.979–1.077) 1.019  (0.970–1.070) 1.0024  (0.974–1.076) 
Amount spent on gambling/month ($) 216.28 0.999  (0.998 – 1.000) 0.999  (0.998–1.000) 0.999  (0.998–1.000) 
Attitudes toward seeking professional help 14.93 1.156  (1.090–1.225)** 1.151  (1.085–1.221)** 1.155  (1.087–1.228)** 
B. Enabling factors        
Income/month ($) 1869.41   1.000  (1.000–1.000) 1.000  (1.000–1.000) 
Knowledge of professional service        
Yes 80   2.230 (1.201–4.141)* 2.322 (1.237–4.359)** 
Noa 216       
Level of social support 66.79   1.011  (0.993–1.028) 1.011  (0.993–1.029) 
C. Need factors        
Perceived need for professional help for 
gambling problems 
       
Yes 9     0.381 (0.066–2.199) 
Noa 287       
Problem gambling classification        
Problem gambler 56     0.760 (0.363–1.593) 
Non–problem gamblera 240       
Gambling debts        
Yes 17     3.601 (0.900–14.405) 
Noa 279       
NagelkerkeR2 change 0.235  0.029  0.013  







 The final model (Table 21) was deemed significant (χ2 = 68.852, df= 24, p = 
.000), indicating that it was able to distinguish between participants who would seek 
help and those who would not.  The model as a whole explained 20.8% (Cox & Snell 
R Square) to 27.7% (Nagelkerke R Square) of the variation seen in the dependent 
variable of help seeking and correctly classified 68.9% of the cases.  The model 
established that knowledge about professional services for problem gambling was the 
strongest predictor, with an odds ratio of 2.322.  This means that participants who 
knew where to get professional help for gambling problems were 2.32 times more 
likely to seek help.  The second strongest predictor was the participants’ attitudes 
toward seeking professional help, which recorded an odds ratio of 1.155.  As this 
factor was a continuous variable, it means that with every point increase in the 
participants’ ATSPPH-S score, the likelihood of seeking help increases by 15.5% or 
1.155 times. 
 Conversely, there were three factors which were found to decrease the odds of 
seeking help.  The strongest was housing; gamblers who lived in rental units 
comprising 1–2 room flats and other forms of less permanent accommodation were 
least likely to seek help, with odds ratios of 0.129.  This means that compared with 
the reference group of those living in purchased HDB flats, the odds of those who 
lived in rental units seeking help were reduced by 87.1%.   
 The gamblers’ marital status was also found to be a significant factor that 
decreased the odds of seeking help.  Those who were single had an odds ratio of 0.183 
while those who were married had an odds ratio of 0.258.  This means that active 
gamblers who were single or married were 81.7% or 74.2%, respectively, less likely 
to seek help as compared with active gamblers who were separated/divorced/widowed 




 In this chapter, close to half (47%) of the active gamblers indicated that they 
would seek professional help if they knew that they had a gambling problem.  Among 
those who would seek help, the preferred choices were those that could protect their 
identity from being labeled as problem gamblers.  These avenues of help included 
FSCs, the National Problem Gambling Helpline, their personal doctors, and GA 
groups.  The two specialized problem gambling services provided by NAMS and 
THK Problem Gambling Recovery Centre were the least preferred choices among the 
help seekers.  On average, the gamblers would take about 14 days or two weeks to 
seek help.  As for those who would not seek professional help, the common reasons 
cited were feeling ashamed or embarrassed, preferring to resolve their problems on 
their own, and turning to their family for help.  Other reasons included appraising 
their problem as not serious enough to warrant professional help.  About 12% of them 
indicated that their reason for not seeking help was because they did not know the 
avenues for help. 
 Help seekers were found to be generally younger than non–help seekers and 
they knew where problem gambling services were available.  In addition, help seekers 
were found to have a higher level of social support and to perceive seeking help more 
favorably in terms of their attitudes toward professional help.  The level of education 
was found to be associated with knowledge about problem gambling services, as well 
as with the gamblers’ attitudes toward professional help.  Those who knew about 
problem gambling services were better educated and those with higher education were 
more positive about getting professional help. 
 This study utilized Andersen’s socio-behavioral model (1995) to establish the 
factors associated with help seeking among active gamblers.  Using hierarchical 
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logistic regression, the model found that predisposing factors and enabling factors 
featured more prominently in influencing gambler’s propensity to seek help.  These 
findings supported hypothesis 6a which states that active gamblers with favorable 
attitudes toward seeking help are more likely to seek help.  Hypothesis 6b, which 
states that the active gamblers’ predisposing gambling patterns are associated with 
help seeking, is not supported.  Hypothesis 6c and 6d, which state that gamblers’ 
demographic and socioeconomic backgrounds, respectively, are associated with help 
seeking, are supported.  Active gamblers who were single or married, and those living 
in rental housing such as 1–2 room rental flats or other forms of non-permanent 
housing arrangements were less likely to seek help. 
 As for enabling factors, hypothesis 7a states that those who know where help 
services are available are more likely to seek help.  This is supported because 
knowledge about professional services for problem gambling was found to enhance 
the likelihood of active gamblers seeking help.  On the other hand, hypothesis 7b 
which states that gamblers with higher level of social support are more likely to seek 
help is not supported.  
 Lastly, hypotheses 8a to 8c are not supported because none of the need factors 
were found to be associated with help seeking.  This means that subjective need 
factors such as perceiving a need for help, and objective need factors such as being 
classified as a problem gambler, and having incurred debts due to gambling were not 





Chapter Seven: Discussion of Findings 
 In the preceding two chapters, I have presented the findings on problem 
gambling and help seeking among active gamblers in Singapore.  I started this study 
by identifying that very little was known about the issue of problem gambling in 
Singapore as this area of research is relatively new here.  Most of the localized data 
were derived from government-commissioned surveys on gambling participation and 
perception of gambling in the population, and a number of clinical studies obtained 
from pathological gamblers seeking help at NAMS.  The overall help seeking rate in 
Singapore on problem gambling was also much lower than those reported in other 
countries.  To provide more insight, this chapter will discuss the key findings of 
problem gambling and help seeking in greater depth. 
Part I: The Extent of Problem Gambling Among Active Gamblers  
 The literature has indicated that problem gambling is a very complex 
phenomenon and there are various theories and models to explain its etiology and 
successful treatment.  However, there is no single theory that can sufficiently explain 
problem gambling.  This study is premised on the biopsychosocial model, which 
provides the most comprehensive understanding of problem gambling.  The 
biopsychosocial model builds on the findings from various studies to explain problem 
gambling as a combination of biological, psychological and social factors.  While 
there are a few local studies on gambling participation and prevalence, these studies 
have mainly identified the differences between problem and non–problem gamblers in 
terms of their gambling patterns; they did not focused on the psychosocial factors that 
have been found in many studies to be pervasive in problem gambling.  In a nutshell, 
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local research studies about problem gambling in Singapore are very limited and 
inconclusive.   
 In order to establish the possible psychosocial factors associated with problem 
gambling in Singapore, this study surveyed active gamblers who patronized 
Singapore Pools, the biggest legalized gambling operator here.  Since problem 
gamblers are mostly hidden among other gamblers, active gamblers were chosen as 
the study population because the likelihood of capturing problem gamblers within the 
population of active gamblers is much higher than surveying a general population.  
This assumption behind the choice of the sample is supported because, as seen in the 
previous chapter, it was found that the prevalence of problem gambling among active 
gamblers was indeed higher, at 18.9%.   
 As the study sample contained a substantial number of problem gamblers, it 
enabled the use of statistical analyses to identify the various psychosocial factors that 
were associated with problem gambling.  Four psychosocial factors were found to be 
associated with problem gambling: younger age, unemployment, having gambling 
debts and a lower level of social support. 
High Prevalence of Problem Gambling Among Active Gamblers  
 This study found that the prevalence of problem gambling among active 
gamblers in Singapore was 18.9%.  Such a high prevalence of problem gambling 
among the active gamblers is consistent with findings from other countries where 
problem gambling is more widespread among people who gamble on a frequent basis.  
In Australia, the rate of problem gambling among their active gamblers ranged from 
7%–31%, and averaged at 15% (Productivity Commission, 2010), while the rate 
reported in South Africa was 11%.    One of the main reasons gambling can be so 
financially destructive for a frequent gambler is because the odds of winning are 
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stacked against him/her.  This is known as the house advantage, in which the 
operators of gambling games enjoy an inherent advantage by setting and ensuring that 
the total payout made to the winner is much lower than the total amount that the 
person has spent on gambling over the long term (Eadington, 1999). 
 In every gambling game, the house will set an advantage to ensure that it is 
always on the winning end.  It helps to cover its operational costs and generate 
adequate cash flow to ensure that the winners receive their payouts.  Despite the 
widely-known house advantage, gamblers continue to gamble at Singapore Pools 
because they are assured of the payout if they win.  For the casual social gamblers, the 
house advantage would not make a serious negative impact on their financial health, 
whereas for the active gambler who is regularly exposed to the house advantage, 
gambling becomes a losing venture over time.  They are therefore at higher risk to 
developing problem gambling when they continue gambling to chase back their 
losses.   
Psychosocial Factors Associated with Problem Gambling   
 This study found two demographic and socioeconomic factors associated with 
problem gambling among active gamblers in Singapore, namely, age (demographic) 
and unemployment (socioeconomic).  The rest, such as marital status, housing type, 
level of education, personal income, were not related to problem gambling. 
 Age.  The first factor found to be associated with problem gambling among 
active gamblers was age.  The findings indicated that the average age of the problem 
gambler was about 45.  This is comparable to the NCPG survey done in 2011 (NCPG, 
2012) which identified a higher prevalence of problem gamblers in the age group of 
41–49.  A caveat to highlight about this current study is the setting of Singapore Pools 
betting outlets where the participants were recruited.  It is possible that these outlets 
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may draw mainly older gamblers as younger gamblers who are more internet-savvy 
may prefer other kinds of gambling modes, such as online gambling.  This group may 
not be captured adequately and could skew the sample toward more middle-aged 
gamblers.  Nonetheless, this study, in utilizing logistic regression in the data analysis, 
has revealed that as a gambler grew older, the odds of problem gambling decreased.  
This is consistent with the findings from the literature.  In a recent review, Welte and 
colleagues (2011) using data from two large-scale national surveys on gambling done 
in the US, found that problem gambling peaked at around the age group 31–40, and 
tapered off in late adulthood (Welte, Barnes, Tidwell, & Hoffman, 2011). 
 This study found that the average age at which the problem gamblers started 
gambling was about 23 years old.  This is consistent with the findings in the literature 
where most problem gamblers were found to have started gambling in either late 
adolescence or early adulthood (MCYS, 2005; 2008, NCPG, 2012; Welte et al., 
2011).  Gambling can be seen as part of the social initiation into early adulthood 
where young gamblers who are not yet economically productive experiment with risk-
taking in gambling games.  Through the wins and losses, the young gamblers’ identity 
is developed.  As they become older, they start to experience normative life events 
such as entry to work and setting up their own family.  The people around them 
express less approval of gambling, especially if the gamblers’ gambling activities 
have caused considerable problems.  As they reduce their gambling frequency and 
intensity, gamblers are more likely to experience less difficulties associated with 
problem gambling. 
 The second reason is related to the neuropsychological development in 
managing impulsive behaviors.  Gambling involves making risk estimation and 
decisions to place a certain amount of money on specific outcomes.  Some studies 
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have found that those with severe gambling problems suffered from executive control 
deficits (Goudriaan et al., 2004).  The part of the brain that controls the executive 
function is the frontal lobe.  In a comprehensive meta-analysis of frontal lobe 
development, Romine and Reynolds (2005) found that development of the frontal 
lobe function starts in adolescence, improving performance over time, and finally 
matures in adulthood.  As young people mature, their frontal lobe function improves.  
Through the interplay of neurobehavioral, social and temporal factors, the risk of 
problem gambling reduces for people over the lifespan. 
 Employment.  Unemployment was found to be the second factor associated 
with problem gambling.  Gainful employment refers to a person’s exchange of his/her 
labor in return for a monetary payout.  Most people rely on employment to sustain 
their livelihood and to pay for other goods and services they need.  Singapore has 
enjoyed a relatively high level of employment in the population, with an 
unemployment rate around 2%–3% for the past 10 years.  According to the latest 
labor force statistics, the unemployment rate in Singapore in 2011 was 2% (Ministry 
of Manpower, 2012).  As gambling basically involves wagering money on chance 
outcomes, work becomes the primary means for obtaining money for gambling.  
Those who are unemployed have to find alternate means of acquiring money to 
support their gambling.  These may include dipping into their savings or borrowing 
from others.  This study has found that active gamblers who were unemployed had 
increased odds of being a problem gambler.  There are several reasons that could 
explain this association. 
 The first reason is linked to gambling as a losing venture over time.  In the 
earlier section, I have discussed how the gambler’s probability of winning is always 
drastically reduced by the house advantage (Eadington, 1999).  Gamblers who realize 
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that they are greatly disadvantaged by the odds set by the house may stop gambling.  
According to Ladouceur (personal communication, October 14, 2008), problem 
gambling is simply persistent gambling with money one cannot afford to lose.  For 
such gamblers, especially if they have lost money borrowed from others or money 
intended to pay bills, they may pursue the course of continuing to gamble in order to 
recoup their losses.  With the odds of winning against their favor, they are likely to 
incur more losses.  This may drive problem gamblers to even embezzle money from 
work in order to continue gambling, with the grave consequences of losing their job if 
they are caught (APA, 2000; National Endowment for Financial Education, 2000).  In 
2004, for instance, a problem gambler in Singapore embezzled about $117 million 
from his employer to support his gambling activities (Ahmad, 2004). 
 Another reason why unemployment is associated with problem gambling is 
related to the consequences of problem gambling.  When a problem gambler is deeply 
immersed in gambling to an extent where it becomes the primacy of his daily 
activities (such as staying up all night to gamble in the casino or following the live 
broadcast of a soccer game one has wagered on into the wee hours of the morning 
before work), his interest in his job and ability to fulfill his job responsibilities may be 
adversely affected (Downs & Woolrych, 2010).  The problem gambler’s resultant 
consistently poor performance at work may lead to his job termination.  There are also 
problem gamblers who incur debts to fund their gambling activities and resort to 
borrowing money from various sources, including colleagues at work.  In addition, 
they may borrow from other sources such as banks and financial institutions, or even 
from illegal moneylenders (National Endowment for Financial Education, 2000).  
These were the main sources of borrowing reported by the gamblers who incurred 
gambling debt in this study.  When the problem gambler is unable to repay his loans, 
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the creditors may go to his/her workplace to pressure for payment.  This may force the 
problem gambler to resign from his/her job to avoid further harassment and 
embarrassment, especially when his/her employer or colleagues become aware of 
his/her gambling problem. 
 The final possible reason for the association we found between unemployment 
and problem gambling has to do with the concept of money.  When the gambler 
increases the frequency, intensity and amount of money spent on gambling, the 
perception of money as a commodity in exchange for his work efforts undergoes a 
transformation.  Real money is now fused with the notion of gambling money 
(Kusyszyn, 1984; Taber, 2001; Tan, 2010).  According to Kusyszyn (1984), gamblers 
perceive gambling money as money in transition.  When they lose a bet, what they 
have lost is gambling money, which is money that temporarily circulates out of their 
possession, which they believe will ‘return’ to them when they win the next wager.  A 
good example of gambling money is the casino levy imposed by the government on 
Singaporeans and Permanent Residents for entering the two casinos in the IRs in 
Singapore (Ng, 2011).  Gamblers who perceive the levy as gambling money will 
hardly be deterred by the relatively high entry fee and continue to patronize the 
casinos because they perceive it as gambling money which can be recovered when 
they gamble in the casinos.  In fact, the distortion of this perception about money 
appears to be very rampant in Singapore gamblers, and Singapore gamblers seem 
undeterred by the casino levy because the Singapore Government collected a total of 
$130 million from casino levy within a year of the IRs’ operation in 2010 (Wong, 
2011).  
 Real money, on the other hand, is earned from the exchange of labor in the 
form of wages.  When real money is used to pay for bills or other purchases, it is 
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permanently circulated out of the gambler’s possession.  While gambling money can 
also be turned into real money to pay for things, the reverse is not possible.  For 
example, after the gambler has used real money to pay for his phone bills, that amount 
is lost and cannot be converted back to use for gambling.  In the real world, there is no 
such distinction as all monies are real (Ng, 2011).  But as problem gamblers continue 
to indulge in the realm of gambling, they will further differentiate between real and 
gambling money (Tan, 2011).  Real money earned through gainful employment is no 
longer attractive for them and as a result, they choose gambling over working to 
generate money to support their gambling.  Over time, problem gamblers develop a 
corrupt view about the value of money (National Endowment for Financial Education, 
2000).  While unemployment was found to be associated with problem gambling in 
this study, the casual effect between these two variables cannot be established due to 
the cross section design of this study.  Moreover, the length of unemployment was not 
surveyed.  This is a notable limitation as there could be a possible relationship 
between the length of unemployment and severity of problem gambling.  It is 
therefore important for future studies to investigate further in order to provide greater 
insight on the relationship between unemployment and problem gambling.   
   Gender.  The first hypothesis on problem gambling in this study specifically 
tests for the relationship between gender and problem gambling, in which problem 
gambling was hypothesized to be higher among male gamblers.  The result of this 
study does not support the hypothesis.  However, it is important to discuss why this 
study has contradicted other local studies that found a higher incidence and 
prevalence of problem gambling in men (MCYS, 2008; NCPG, 2012; Teo et al., 
2007).  In the MSF/MCYS (2008) and NCPG (2012) gambling participation studies, a 
representative sample of the population, which included non-gamblers, was surveyed.  
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Although it was found that the prevalence of probable pathological gamblers among 
men was higher (2.1% vs 0.6% in NCPG, 2012), the study only made a comparison 
within probable pathological gamblers and excluded probable problem gamblers.  The 
latter is an important group because problem gamblers also experience considerable 
problems due to gambling and should be included as well.    
 This study has managed to recruit an even mix of male and female active 
gamblers.  The results show that the prevalence of problem gambling between male 
and female gamblers was largely similar.  This study’s sample was recruited from 
Singapore Pools outlets, which are generally perceived to be safe, socially acceptable 
and highly accessible to women.  In Chapter Two on literature review, I pointed out 
that Volberg (2003) found no gender difference in the rates of problem gambling in 
some US states where there was higher accessibility to gambling venues favored by 
women.  Furthermore, Heater and Patton (2006) suggested that women were drawn to 
gambling games that were more socially acceptable and involving elements of luck 
and social interaction, such as lotteries.  These are the types of games generally 
offered by Singapore Pools.  A few studies have reported that problem gambling in 
women tended to escalate faster even though they started gambling relatively later 
than their male counterparts (Heater & Patton, 2006; Potenza et al., 2001; Tavares et 
al., 2001).  This is referred to as the telescoping effect (Tavares et al., 2003).  
Women’s susceptibility to escalate their gambling beyond a normal level may 
heighten their risk of developing problem gambling significantly. 
 On the other hand, there are women who turn to gambling to get temporary 
relief from their life problems.  Davis (2002) described women problem gamblers as 
escape gamblers who turn to gambling to escape from problems such as loneliness, 
and emotional and relationship problems.  From the number of problem gamblers 
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seeking help at NAMS, females made up only about 12% (Lee et al., 2011).  This low 
rate of help seeking among women is consistent with the Hong Kong experience.  
Leung and Tsang (2012) opined that the low rate of help seeking among women was 
an indication that female problem gamblers were underrepresented in treatment, 
rather than being less prone to problem gambling.  More research needs to be done in 
this area to explore gender differences in problem gambling in Singapore. 
 Chinese ethnicity.  The second hypothesis of this study on problem gambling 
postulated that the prevalence of problem gambling was higher among Chinese active 
gamblers.  The findings of this study also do not support this hypothesis.  This study 
employed a convenient sampling method and the participants were recruited from 15 
Singapore Pools outlets located all over Singapore at different times of the day and 
week.  It was found that Chinese, comprising 89.5%, were over-represented in the 
sample, while non-Chinese (combination of Malays, Indians and others) made up only 
10.5%.  Chinese were overrepresented in the sample mainly because gambling is quite 
pervasive and accepted in the Chinese culture.  Higher gambling participation rates 
among Chinese were previously found in the gambling prevalence surveys in 
Singapore (MCYS, 2005, 2008; NCPG, 2012) and in other countries or societies that 
are predominantly Chinese (Fong & Ozorio, 2005; Wong & So, 2003).  Thus, this 
finding is consistent with the majority of literature that gambling participation among 
Chinese tends to be higher compared with other ethnic groups. 
 The general explanation for this phenomenon is that gambling is widely 
perceived by Chinese as a form of social and recreational activity.  It is viewed as a 
form of entertainment and an important part of social interaction among family and 
friends.  It is common knowledge that many Chinese gamble during festive seasons 
such as Chinese New Year and birthday celebrations, and even on solemn occasions 
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such as funeral wakes, during which the mourning family members and their relatives 
keep vigil by gambling through the night.  Malays, on the other hand, view gambling 
as a harmful and destructive activity, strictly prohibited by the Quran (El Sayed & 
Royer, 2003).  This is the reason why only very few Malay gamblers could be 
recruited for this study.  
 While this study found an over-representation of Chinese in the gambling 
population, it has not found any significant difference in the rates of problem 
gambling between Chinese and other ethnic groups.  Due to the small number of non-
Chinese problem gamblers, I combined the participants of other ethnicities into one 
category, non-Chinese, to facilitate meaningful statistical comparison.   
 There are inconsistent findings in the literature about problem gambling 
among Chinese.  A few studies in Australia found higher prevalence of problem 
gambling in Chinese communities living there (Blaszczynski, Huynh, Dumlao, & 
Farrell, 1998; Victorian Casino Gaming Authority, 2000, Zheng, Walker, & 
Blaszczynski, 2010).  Yet, other studies found that problem gambling in Chinese was 
either lower than other ethnic groups (Clark et al., 2006) or not significantly higher 
than the Caucasian population (Oei & Raylu, 2007).  Although local studies have 
reported a higher prevalence of problem gambling among the Chinese in Singapore 
(MCYS, 2005; 2008; NCPG, 2012; Lee et al., 2009; Teo et al., 2007), their findings 
were limited by methodological and analytical weaknesses. 
 The study by Blaszczynski et al. (1998) was carried out as a form of 
population survey within the Chinese community residing in the metropolitan area of 
Sydney in Australia.  A closer reading of their study suggests that the high prevalence 
may be a result of false positives as the instrument they had used then was the South 
Oaks Gambling Screen (SOGS) (Lesieur & Blume, 1987).  According to Stinchfield 
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(2002), the SOGS was noted to over-predict problem gambling in general population 
surveys.  At present, most general population surveys on problem gambling have 
adopted the PGSI as it has been found to be more reliable and accurate in screening 
for problem gambling in the population.  As for Zheng, Walker and Blaszczynski’s 
recent study (2010) using the more reliable PGSI (the same instrument used in this 
study), the study focused only on mahjong gamblers.  Hence, their finding would not 
be suitable to be generalized to all forms of gambling among the Chinese.  Similarly, 
the local studies by MSF/MCYS (2005, 2008) and NCPG (2012) suffered from 
methodological flaws.  The government-commissioned surveys by MSF/MCYS 
(2005, 2008) and NCPG (2012) examined problem gambling across the whole 
population (which included non-gamblers) and used a screening instrument whose 
reliability and validity have not been well established, whereas samples from Lee et 
al. (2009) and Teo et al. (2007) were limited to gamblers who sought help at NAMS. 
 As this study has not found any significant difference in the prevalence of 
problem gambling between the Chinese and non-Chinese active gamblers, it may 
indicate that non-Chinese gamblers are as susceptible to developing problem 
gambling.  Since gambling may not be as well-accepted socially by non-Chinese 
ethnic groups, for example, the Malays, a Malay gambler who has lost money in 
gambling may resort to first conceal his problem rather than to admit, disclose and ask 
his family for help.  He may attempt to resolve the problem by chasing his losses, 
which, over time, leads to greater dire consequences associated with problem 
gambling.  Another reason why non-Chinese gamblers can also develop problem 




 The legalization of gambling operated by approved institutions, such as 
Singapore Pools and its associated subsidiaries, and the casinos in the integrated 
resorts, has legitimized gambling as an accepted societal norm, as long as the 
operators and the gamblers abide by the principle of responsible gaming.  The 
ubiquity of the Singapore Pools outlets, conveniently located in housing estates, near 
markets, shops, community amenities and sometimes even schools, gives the false 
sense of security that gambling is acceptable as long as people observe certain limits.  
It may encourage individuals to initiate and participate in gambling, even though it 
may contravene their cultural beliefs and religious affiliations.  Loo et al. (2011) has 
similarly found that the rate of problem gambling in Taiwan rose after gambling was 
legalized in its Penghu islands in 2009.  However, the unequal sample size between 
ethnic Chinese and non-ethnic Chinese gamblers recruited using convenient sampling 
for this study means that the relationship between ethnicity and problem gambling is 
inconclusive.  To clarify this relationship, future studies should ensure that other 
ethnic minorities are over-sampled.  
Gambling Patterns and Problem Gambling   
 This study hypothesizes that gambling patterns such as frequency of gambling, 
time and money spent on gambling, and age of onset of gambling are associated with 
problem gambling.  The results from logistic regression found that these gambling 
patterns were not associated with problem gambling.  This finding provides evidence 
to support the notion that there are gamblers who can gamble with the same 
frequency, intensity and length of time without progressing into problem gambling.  It 
also means that the gambling patterns usually reported in prevalence studies (MCYS, 
2005, 2008; NCPG, 2012) that differentiated problem from non–problem gamblers 
were more likely to be features or characteristics rather than causal factors of problem 
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gambling.  For example, in the bivariate analysis of this study, problem gamblers 
were found to spend more money on gambling, were more likely to incur gambling 
debts and be indebted with greater amounts of money.  However, in the logistic 
regression model, only gambling debt was found to be associated with problem 
gambling. 
 Gambling debt in problem gambling.  Gambling debt was the third factor, 
in addition to age and unemployment, found to be associated with problem gambling 
using the logistic model in this study.  Gambling debt, as the name suggests, is 
borrowing money from others to finance gambling losses.  Although it is generally 
noted that problem gamblers often run up massive debts that are beyond their ability 
to repay, and therefore requiring bailouts from others, very few studies had looked 
into gambling debt.  This form of debt is different from other types of financial 
leverages such as mortgage or education loans, which can enhance the value of one’s 
assets or one’s long-term employability, respectively. 
 At the bottom of the debt hierarchy is gambling debt, which is most 
undesirable because of the high social costs involved, such as losing money to support 
gambling, bailouts contributed by families, and unrecoverable loans made to problem 
gamblers (Walker & Barnett, 1999).  Gambling debt has a high risk of default by the 
problem gamblers, thus, making the loan unrecoverable (National Gambling Impact 
Study Commission, 1999).  As such, traditional lenders like banks would shun loans 
to gamblers.  Gamblers who have some credit standing would often first turn to 
borrowing from multiple credit cards to finance their gambling losses.  This study 
found that 29% of the gamblers with gambling debts had borrowed from this source.  
According to Kuo (2009), using data from those who have approached Credit 
Counselling Singapore (CCS) for help from 2003 to 2009, 17% of the 3,893 debtors 
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were indebted due to gambling.  CCS is a non-profit organization that promotes 
responsible use of credit and assists distressed debtors to put up a viable repayment 
plan with licensed creditors, such as banks, credit card companies and licensed 
moneylenders. 
 Gamblers who do not have a sound credit standing or have been blacklisted by 
licensed creditors from further borrowing can only turn to illegal moneylenders and 
bookmakers (apart from their own circle of family and friends).  In this study, 24% of 
those with gambling debts had borrowed from these lenders.  Loan sharks and 
bookies, as they are typically known, charge the most exorbitant interest rate and 
would often exert extreme pressure on the borrower to demand payment.  They 
employ tactics like harassment, threats or acts of violence and harm, not excluding the 
use of criminal force to the borrower and the family (Ee, Pang, & Ho, 2004).  Hence, 
gamblers who are indebted to loan sharks and bookies face the most amount of 
pressure to repay their debts compared to those who have borrowed from other 
sources.  This often leads to the gambler having to continue gambling despite their 
losses and the debts they have already incurred in the hope of repaying some of the 
debts and relieve the pressure if they win (Abbott & Clark, 2007; Lesieur, 1984).  The 
Samaritans of Singapore (SOS) which runs a crisis hotline has reported an increase in 
the number of distressed callers affected by loan shark harassment and problem 
gambling (SOS, 2011).   
 While this study indicated that having incurred gambling debts increased the 
odds of problem gambling by a massive 25 times, an anomaly was also found: the 
amount of the gamblers’ gambling debt was not associated with problem gambling.  
One possible explanation for this anomaly is the fluctuation in the amount of debt.  As 
this study is a cross-sectional one, the true amount of debt reported by the participants 
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over time could not be ascertained.  Just as wins and losses from gambling are 
dynamic as long as the gambler is gambling, the same may be true of gambling debts 
(National Endowment for Financial Education, 2000).  The amount of debt fluctuates 
with each win or loss, and with each repayment or more borrowing. 
 Another explanation is the possibility of problem gamblers minimizing their 
debts and providing a socially more desirable answer during the survey.  This is a 
common phenomenon because problem gamblers are acutely aware of the social 
disapproval surrounding gambling and often try to hide the true extent of their 
gambling losses and debts (APA, 2000; Ladouceur, 2004b).  This is also the reason 
why many families would bail out the problem gambler time and again, and 
eventually reach the point where they realize that the amount of debt is too great for 
them to bail out the problem gambler anymore; by then, they would have completely 
lost trust and hope in the problem gambler (Downs & Woolrych, 2010; Lim, 2010). 
Social Support and Problem Gambling   
 This study hypothesizes that social support is lower among the problem 
gamblers as compared with non–problem gamblers.  The finding supports this 
hypothesis and social support was the fourth factor found associated with problem 
gambling among the active gamblers and is consistent with other studies (Afifi et al., 
2010; Wiebe et al., 2003; Weinstock & Petry, 2003).  A further breakdown to 
compare among the sub-scales of the MOS Social Support Survey in Chapter Five 
revealed that problem gamblers scored lower in the domains of affection and positive 
interaction.  This indicates that problem gamblers reported a lower level of social 
support possibly due to their experience of lesser positive interaction with their social 
network and feeling less loved by people around them.  This finding is consistent with 
another study done in Canada (Porter, Ungar, Frisch & Chopra, 2004).  Separately, 
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Trevorrow and Moore (1998), in their study on female problem gamblers, found that 
gambling is a way of coping with social isolation and loneliness for the problem 
gambler.    
 In addition, the logistic regression model also further indicated that an 
improvement of the social support scores reduced the odds of being a problem 
gambler.  This finding is consistent with that found in a number of studies (Afifi et al., 
2010; Dickerson & Baron, 2000; Petry & Weiss, 2009).  The lack of affectionate 
support and opportunities for positive social interaction could be predisposing factors 
that increase the gambler’s propensity to gamble at higher intensity and frequency.  
Social bonding and gambling, being forms of recreation, were common reasons cited 
by gamblers on why they were initially drawn to gambling (NCPG, 2007; Ng, 2011).  
Prolonged exposure to the house advantage may lead some gamblers to develop 
problem gambling if they are unable to reduce or control their desire to gamble.  On 
the other hand, the decrease in social support could also be a consequence of problem 
gambling, when the gambler’s family and people surrounding him/her get weary of 
having to help and resolve the persistent problems brought on by the gambler’s 
gambling.  This experience is commonly reported by families of problem gamblers 
(Lim, 2010; Petry & Weiss, 2009).  
 Problem gamblers are noted to roll their debt from different creditors to 
continue financing their gambling.  One of the main characteristics is persistent lying 
to cover up their gambling losses (APA, 2000).  Initially, problem gamblers would 
approach their family or close friends.  As their financial woes deteriorate, they 
become more desperate for a bailout.  They would even approach people whom they 
do not know well, such as colleagues or mere acquaintances.  Some might even resort 
to embezzling money to cover their gambling losses (APA, 2000; Downs & 
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Woolrych, 2010).  Over time, they would have lost their social credibility and would 
be viewed as pariahs.  This leads to reduction in their level of social support as those 
around them start avoiding or even condemn them.  In order to cope with the social 
and emotional void, the problem gambler withdraws into more gambling as a form of 
escape (APA, 2000; Trevorrow & Moore, 1998).  As the problem gambler persists in 
gambling, he gets trapped in greater financial difficulties with very few people to turn 
to (Downs & Woolrych, 2010; Lesieur, 1984).  Depression and risk of suicide were 
found to be associated with a proportion of the distressed gamblers seeking help in 
both Singapore and Hong Kong (Lee et al., 2009; Leung & Tsang, 2011).  Hence, 
social support and problem gambling have a reciprocal effect on each other. 
Openness to Seek Help and Problem Gambling   
 There is a growing body of literature to indicate that only a small minority of 
problem gamblers would seek help for problem gambling (IMH, 2012; Productivity 
Commission, 2010; Slutske, 2006; Suurvali et al.,2008).  Even those who seek help 
do so usually as a last resort when they could not manage their gambling problems 
anymore (Lee et al., 2009; Teo et al., 2007).  It is disturbing to note that only 8.9% of 
the problem gamblers believed that they had a gambling problem that would warrant 
some kind of professional help (Table 7).  This is hardly surprising as the literature 
has found that most problem gamblers are often in denial or would minimize or 
downplay their gambling problems until their gambling becomes unmanageable and 
has caused a great extent of damage to their lives (Loo, Oei, & Raylu, 2011; National 
Endowment for Financial Education, 2000; Productivity Commission, 2010).  
Fortunately, there are also some studies that suggest that being open to seeking help 
may ameliorate problem gambling (Breen, 2011; G21, 2009; Hing & Breen, 2008). 
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 This study hypothesizes that openness to seeking help is inversely related to 
problem gambling.  This hypothesis, however, is not supported as the current study 
did not find any difference between problem and non–problem gamblers in terms of 
their ATPPHS-S scores, which measured their openness to seeking help.  In the 
logistic regression model, although a negative association between openness to 
seeking help and problem gambling was found, the finding was not statistically 
significant.  One plausible explanation is the heterogeneous nature of problem 
gambling: problem gamblers are hardly alike and they respond differently to the 
consequences of problem gambling (Dickerson, 1993; Griffiths & Delfabbro, 2001, 
Raylu & Oei, 2002).  While some problem gamblers who are aware that the problems 
they experience are caused by gambling may become open to seeking help and 
concurrently exercise restraint on their gambling, there are others who may 
experience greater severity in problem gambling even as they are seeking help.  
According to Ledgerwood and colleagues, problem gamblers who were involved in 
gambling-related illegal behaviors were more likely to suffer from greater severity in 
problem gambling even while receiving help (Ledgerwood, Weinstock, Morasco, & 
Petry, 2007).   
 Furthermore, a problem gambler who may be open to seeking help can also be 
troubled by other problems that make it difficult for him to reduce the frequency and 
intensity of his gambling, for instance, the pressure of debt and the compulsion to 
chase his previous losses in gambling (Downs & Woolrych, 2010; Lesieur, 1984).  
The lack of association between help seeking and problem gambling was also 
reported in a recent study by Loo and colleagues in Taiwan (Loo et al., 2011).  This 
suggests that there may be other more important factors that influence help seeking 
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among gamblers, other than the severity of problem gambling.  This will be discussed 
further in the next part of this chapter on help seeking. 
Part II: Help Seeking Among Active Gamblers  
 Based on the actual numbers of help seekers published by NAMS (IMH, 2012; 
Lee et al., 2011) and announced by the MSF/MCYS Minister (Parliamentary Debates, 
2007), it is quite evident that the rate of help seeking for problem gambling in 
Singapore is very low, compared with other countries.  I have presented in Chapter 
Two that the rate of help seeking in Singapore is estimated to be around 1%–3% of 
the problem gamblers versus 6%–15% estimated in other countries (Productivity 
Commission, 2010; Slutske, 2006; Suurvali et al., 2008).  The literature has suggested 
that some of the key factors that discourage people from seeking help include 
individual factors such as preference to resolve the gambling problem on their own, 
unwillingness to admit to having a gambling problem, and feeling ashamed and 
embarrassed to seek help (Evans & Delfabbro, 2005; Tavares et al., 2002), and wider 
systemic factors such as lack of knowledge about help services (Hodgins & El-
Guebaly, 2000; Rockloff & Schofield, 2004).  According to Suurvali et al. (2009), in 
their review of empirical literature to study barriers to help seeking for problem 
gambling, the factors listed above were consistently reported. 
 The reasons that prompt problem gamblers to seek help usually center on their 
desire to mitigate or resolve problems resulting from gambling.  This would include 
financial difficulties, impending lawsuits and bankruptcy, marital and family discords, 
and preservation of emotional and mental well-being (Suurvali et al., 2010; Lee et al., 
2009; Teo et al., 2007).  It was not the intention of this study to focus on finding out 
the reasons that prompt gamblers to seek help as it is already widely accepted that 
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help seeking is usually prompted by adverse consequences of gambling.  Instead, I 
hope to shed light on the reasons why gamblers would not want to seek help as there 
is currently very little data on this area in Singapore.  Last but not least, other 
pertinent issues related to help seeking for problem gambling will also be covered. 
Concept of Face and Importance of Self-Reliance   
 The main reasons cited by gamblers against seeking help were shame and 
embarrassment, their preference to resolve the problem on their own and their 
preference to turn to their own family for help (Table 14).  This finding is highly 
consistent with other studies that have explored help seeking behaviors among 
problem gamblers (NCPG, 2007; Scull & Woolcock, 2005; Tse et al., 2003).  It is 
indicative of the strong influence of the cultural factor on help seeking.  The 
importance of preserving one’s face and dignity, and resolving one’s problem without 
turning to external help are highly prevalent in the Asian context (McMillen et al., 
2004; Raylu & Oei, 2004).  Gamblers usually turn to their families when they 
encounter problems arising from their gambling activities and the families are obliged 
to help.  Failure to do so by the family members is akin to admitting that the 
cohesiveness of the family and the family's commitment to support one another 
through difficult times are questionable (McMillen et al., 2004)   
Social Stigma in Seeking Help   
 Another important finding of this study is that the gamblers preferred to seek 
help from sources where they felt less threatened or stigmatized, or sources that 
provided the safety of confidentiality or anonymity such as the FSCs and their 
personal doctor (Table 6.1).  This is suggestive of the social stigma surrounding 
seeking help for problem gambling in Singapore.  There appears to be strong public 
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perception that problem gambling is not socially acceptable.  In a NCPG survey on 
the perception of problem gambling in Singapore, 32% of the respondents felt that it 
was better not to tell anyone about their gambling problem (NCPG, 2007).  In 
addition, it was ironic to find that both NAMS and THK Problem Gambling Recovery 
Centre were the least preferred choices of help considered by the gamblers.  This 
highlights that gamblers were not ready to approach specialized agencies due to the 
negative connotation associated with these two centers.  In fact, the number of cases 
seen in the two centers were generally low (MCYS, 2011b) and the dropout rate after 
the first two sessions was about 75% (Tan, 2007).  The status of these two agencies as 
the appointed agencies for problem gambling means that anyone who seeks treatment 
must be a problem gambler, characterized by the negative image portrayed in the 
media about a problem gambler.  Most problem gamblers would not associate 
themselves with such an image and even NAMS has acknowledged that many of the 
gamblers who sought help from NAMS only came as a last resort (Teo et al., 2007). 
 On the other hand, the data from this study showed that among the active 
gamblers who were inclined to seek help, they found FSCs more acceptable (see 
Table 6.1).  This supported the finding of a recent study by Ng (2011), where elderly 
respondents identified the FSC as the place they would go to if they need help for 
problem gambling.  The FSCs are located within the community and all around 
Singapore.  They offer more generic and a wide range of services ranging from 
advisory help, financial assistance, counseling and enrichment programs, and are 
noted to carry little stigma.  In fact, the former Minister for Community Development, 
Youth, and Sport, Dr. Vivian Balakrishnan likened the FSCs to the equivalent of 
polyclinics in the community for social and family problems.  Therefore, if a problem 
gambler approaches a FSC, he would be, and feel, less likely to be labeled as a social 
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deviant even if someone finds out that he has gone to the FSC for help.  In fact, FSCs 
have been found to be an effective one-stop centre in the community to help residents 
with a wide range of problems and more FSCs are currently being built to meet those 
needs (MCYS, 2012a).  
Critical Role of Helplines   
 The National Problem Gambling Helpline was ranked the second most 
preferred avenue for help among the gamblers in this study.  The helpline is an 
appealing choice for many reasons, especially for those who are not so sure about 
their  readiness to commit to getting more definite help.  First, the safety of not having 
to expose one’s full identity and reveal the totality and gravity of one's problems to 
the helpline counselor provide some relief to the caller, for the caller would not have 
to feel judged or criticized for their problem (Coman, Burrows, & Evans, 2001).  
Second, calling the helpline provides gamblers with the opportunity of getting more 
information about their problems and the type of services available.  Third, it provides 
an introductory experience to the gambler about getting help from a professional, so 
that he/she can evaluate and decide whether such an approach is suitable for him and, 
therefore, if he/she would want to see a professional helper in person.  Hence, the 
National Problem Gambling Helpline can play a critical role in referring callers for 
professional problem gambling help.  In Australia where a similar version of 
Gambling Helpline is available, approximately 44% of the callers are routinely 
referred to problem gambling treatment facilities (Dickerson, 2004).  
Socio-Behavioral Factors of Help Seeking   
 This study utilized Andersen’s socio-behavioral model (1995) to find out the 
factors associated with help seeking for problem gambling.  Using hierarchical 
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logistic regression method, five factors were found to be associated with help seeking 
among the active gamblers (see Table 21).  These five factors fall under the 
predisposing and enabling factors, and can be differentiated into barriers and 
facilitating factors, depending on whether they decreased or increased the likelihood 
of seeking help. 
 Barriers. 
 Housing Arrangement.  It is hypothesized at the beginning of this study that 
the active gamblers’ socioeconomic conditions are associated with help seeking.  This 
hypothesis is supported because the gamblers’ housing arrangements were found to be 
the strongest barrier to gamblers seeking help for problem gambling.  Those who 
dwelled in rental units comprising 1–2 room rental flats and transitional housing, such 
as rental rooms, were less likely to seek help.  Singapore has a comprehensive 
housing policy whereby the government ensures that housing is made affordable to all 
Singaporeans.  Although home ownership remains the mainstay of the housing policy, 
individuals or families who are unable to purchase their own flats from the HDB can 
apply for rental units, typically known as 1–2 room flats.  There are strict income 
criteria to ensure that tenants of these rental flats fall under the government’s 
definition of low income, as the rent is highly subsidized and way below the market 
rate. 
 The finding that help seeking is associated with the gamblers’ dwelling 
suggests that being in the lowest socioeconomic class is a disadvantage when it comes 
to seeking help for problem gambling.  In Chapter Six, bivariate analyses found that a 
higher proportion of the non–help seekers were those without formal education (see 
Table 15); and those with primary education or lower (inclusive of those without 
formal education) were more ignorant about the availability of help services (see 
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Table 17).  A significant majority (75%, see Table 20) of those living in rental units 
had primary education or less (including those without formal education).  As the 
logistic regression model also found that knowledge about help service is a positive 
factor associated with help seeking (Table 21), it is important that more public 
education efforts must be targeted at those living in rental units. 
 One of the reasons why the public education campaign has not penetrated the 
1–2 room dwellers is the campaign method.  The most widely-used media by NCPG 
in promoting awareness of problem gambling and the National Problem Gambling 
Helpline service is infomercials.  However, some low income families dwelling in 
rental flats may not be able to afford a television.  Currently, as the Executive 
Director of a community-based social service agency that operates four FSCs in 
Singapore, I have come across a significant number of low-income clients residing in 
rental flats who faced financial hardship to the extent that even basic necessities such 
as water and electricity were unavailable when they failed to keep up with their 
monthly payment of water and electricity bills.  Watching television programs would 
not be a priority when their electrical supply is unstable.  Furthermore, the underlying 
theme in the problem gambling public education campaign seemed to suggest that 
problem gambling is a problem that affects only the middle class; the infomercial 
depicts a problem gambler who lied and stole from his daughter’s piggy bank or 
missed an important family event like celebrating his wife’s birthday.  This 
infomercial is unlikely to resonate with the low-income gambler, for many of them 
hardly have enough for their daily subsistence to save or hold an elaborate birthday 
celebration. 
 At this juncture, I have to reiterate that while this study has found that 
dwelling type was positively associated with gamblers’ help seeking patterns and that 
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those living in rental units could be considered living in the low-income bracket, 
reported income (an enabling factor) was not found to be associated with help 
seeking.  How is this lack of consistency explained?  Firstly, this study measured only 
the personal income of gamblers and not the aggregate family income, which is 
predominantly used to identify low income families.  For example, a gambler who 
earns $1000 per month and is the sole breadwinner of a family of four would be 
classified as a low-income family, as opposed to a gambler who earns only $600 per 
month, but lives with other family members with a combined family income of $3000 
per month. 
 Secondly, income level can fluctuate with life events and economic cycles, 
such as retirement, job promotion or retrenchment during a recession, whereas 
housing arrangement is relatively more permanent than income.  In short, housing 
arrangement is a more stable and reliable variable compared with income as a means 
of measuring socioeconomic class.  This is why the Singapore government has relied 
on the use of housing types as its benchmark to facilitate transfer payments through 
various forms of subsidies and welfare payments to help uplift Singaporeans from the 
lower socioeconomic strata. 
 Marital status.  Problem gambling is generally perceived negatively and 
problem gamblers are reluctant to seek help until they are desperate or when they 
have been issued an ultimatum to get help.  Help seeking usually starts with the 
recognition that a particular situation is beyond the normal range of experience 
deemed to be manageable by the person.  In the current context, it means gambling 
has crossed the limits of social acceptability where the gambler experiences 
significant problems such as massive gambling losses and debts, psychological and 
emotional distress, and deterioration of interpersonal relationships.  Seeking help 
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entails the gambler taking the step to engage external assistance as he is unable to 
cope with these problems. 
 This study found that being single or married decreased the likelihood of the 
active gamblers seeking help for problem gambling, compared with those who were 
separated, divorced or widowed (see Table 21).  Hence, this study’s hypothesis that 
the demographic background of active gamblers is associated with help seeking is 
supported.  In the case of the single gambler, the difficulties brought on by problem 
gambling would be experienced solely by him- or herself.  Furthermore, being single, 
he/she is also more likely to shoulder less responsibility for how gambling might 
adversely affect another person’s life.  Thus, the single problem gambler would most 
likely minimize or deny his/her gambling problem and continue gambling without 
seeking help, until the problems have escalated far beyond his/her ability to solve.  
This finding corroborates with a recent study (Australian Capital Territory, 2011) on 
help seeking for problem gambling in Australia, which also found that individuals 
who were not married or in any de facto relationship were highly unlikely to seek 
help. 
 In the case of the married active gambler who experiences problems due to 
gambling, he/she may initially try to cover up and conceal the extent of the problem.  
As such, he/she may not be willing to seek help because that would require him/her to 
come clean with his/her gambling problem.  As the gambler continues to experience 
the negative consequences of gambling, his/her marriage and family life may be 
strained.  From NAMS’ data, majority of the pathological gamblers who sought help 
there were married and were mostly brought into treatment by their spouse after being 
issued an ultimatum (Lee et al., 2011; Teo et al., 2007).  Nonetheless, I have to 
reiterate that those who sought help at NAMS were only a very small proportion of 
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problem gamblers.  According to McComb and colleagues, the normal reaction of the 
spouse after learning about the partner’s problem gambling is to rescue the gambler 
through inappropriate bailouts, such as using their savings to repay debts (McComb, 
Lee, & Sprenkle, 2009).  Other bailing out reactions in taking over the financial 
management of debts such as dealing with creditors, bankruptcy trustees, and lawyers 
(Dickson-Swift, James, & Kippen, 2005), rather than helping in a more constructive 
way such as bringing the gambler to treatment (Lim, 2010).  Usually, by the time the 
spouse acknowledges that bailing the gambler out time and again has not helped to 
resolve the problem, the marriage would have already reached the point of breaking 
up (National Gambling Impact Study, 1999; Tepperman, Korn, & Reynolds, 2006).  
 Facilitating factors. 
 Attitudes toward seeking help.  One’s attitude toward seeking help was a 
predisposing factor found to positively predict help seeking in this study (Table 21).  
As such, the hypothesis that gamblers with more favorable attitudes toward seeking 
professional psychological help are more likely to seek help, is supported.  This is 
consistent with the findings from the literature on attitudes toward seeking help and 
the propensity to seek help across different population groups (Elhai, et al., 2008; 
Fischer & Farina, 1995; Goodwin & Andersen, 2002; Krishnan & Lim, 2012) and 
among problem gamblers (Loo, et al., 2011).  Understandably, a gambler who views 
seeking help more favorably is more likely to seek help.  The negative stigma of 
problem gambling is one probable reason for some gamblers to view seeking help less 
favorably.  However, exploring the relationship between social stigma and attitudes 
toward seeking help was not within the scope of this study, but it would be an 
important area to research in future.  
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 On the other hand, having less favorable attitudes toward seeking help could 
also be reflective of the prevailing attitude among local gamblers about being self-
reliant.  This means that gamblers who experience problems with gambling prefer to 
solve their problems on their own rather than rely on others to help them.  In Chapter 
Six, it was reported that 31% (n = 48) of the gamblers who declined to seek help 
believed that they or their family members would be able to solve the problems 
arising from their gambling (Table 14).  This is consistent with an earlier study by 
NCPG, which found that a vast majority of the respondents would turn to their family, 
rather than seek professional help (NCPG, 2007).  The value of self-reliance is 
admirable because it suggests that the gambler is taking personal responsibility to 
resolve his/her gambling problem.  However, if the problem is beyond the coping 
capacity of the gambler or the family, staying away from getting professional help 
would definitely aggravate the problem.  The literature has indicated that seeking help 
early increases the rate of success in treating problem gambling (Raylu & Oei, 2007; 
Robson, Edwards, Smith, & Colman, 2002). 
 If having positive attitudes toward seeking help predisposes a gambler to seek 
help, this study has found that such attitudes can be shaped by education.  It was 
reported in Chapter Six that those with a higher level of education were better 
informed about the availability of help services for problem gambling (Table 17) and 
scored higher on the ATSPPH-S (Table 19).  A positive association between the level 
of education and persons’ attitude toward seeking help has been consistently reported 
in the literature (Jagdeo, Cox, Stein, & Sareen, 2009; Sheikh & Furnham, 2000).  
Education can help to dispel some common myths about seeking help, such as seeking 
help being a costly affair.  Such misconceptions are unfounded as the cost of 
treatment for problem gambling is highly subsidized in Singapore by the government 
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to the level where it is almost free.  Hence, educating the public about the risks, 
causes and consequences of problem gambling, and making available various forms 
of help services can promote a better understanding of, and demystify, the helping 
process.  This will foster greater acceptance and more favorable attitudes among 
gamblers about seeking help and, in turn, encourage more gamblers to seek help early, 
rather than rely on themselves to manage alone.  
 Knowledge of professional help services.  In the socio-behavioral model 
(Andersen, 1995) of help seeking and in this study, knowledge of help services was 
considered an important enabling factor.  It was found in this study that such 
knowledge could increase the propensity to seek help (Table 21).  This finding 
supports the study’s hypothesis that active gamblers with enabling resources, in the 
form of knowledge about help services, are more likely to seek help.  This finding is 
also consistent with other studies done overseas, which found that the lack of 
knowledge or awareness about help services were barriers to help seeking (Rockloff 
& Schofield, 2004; Suurvali et al., 2009).  In Chapter Five, it was reported that only 
23% of the participants indicated that they knew the avenues for help.  This is not the 
only local study that found that Singaporeans have a poor knowledge of help services 
for problem gambling.  Ng (2011), in his study on gambling among older adults in 
Singapore, similarly reported that a vast majority of participants in his sample did not 
know where they could get help for problem gambling.  This is another indication that 
the general awareness of the availability of professional help for problem gambling 
among gamblers in Singapore is very low. 
 Currently, the only problem gambling service that is actively promoted by the 
NCPG is the National Problem Gambling Helpline, which is manned jointly by 
counselors from NAMS and THK Problem Gambling Centre.  NAMS mans the line 
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from 8 a.m. to 8 p.m., while THK Problem Gambling Centre takes over for the night.  
One major limitation of the National Problem Gambling Helpline is the low number 
of referrals directed from the phone calls to NAMS or THK Problem Gambling 
Centre.  This suggests that the National Problem Gambling Helpline is not very 
effective in engaging callers to enter into treatment.  Other than the helpline, the rest 
of the other services offered by THK Problem Gambling Centre and NAMS are not 
well publicized. 
 Apart from these two NCPG-appointed service providers, there are also other 
non-government organizations such as WE Care Community Services and One Hope 
Centre that run services on problem gambling, and self-help movements such as the 
GA that run the 12-step program.  However, there is no central directory in Singapore 
where information about these non-government organizations, such as services, 
mission, venue and model of care, is readily available to the public.  Being self-
supported, the operations of these organizations have also remained small and largely 
dependent on informal referrals from the client network for problem gamblers to 
access their service.  There is also no assurance about the type and quality of help 
rendered as they are neither regulated nor funded by the NCPG.  In sum, the problem 
gambling services in Singapore are, on the whole, fragmented and uncoordinated.  
Therefore, it is not surprising that most people would have no idea where they could 
turn to for help if they have a gambling problem. 
 Absence of needs factors in help seeking.  The part of this study that utilized 
Andersen’s socio-behavioral model (1995) of help seeking found that predisposing 
and enabling factors were more important in influencing help seeking than need 
factors.  In fact, none of the need factors comprising both subjective and objective 
needs were associated with help seeking.  Hence, the hypothesis that need factors are 
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associated with help seeking is not supported.  This means that those who were 
classified as problem gamblers based on their PGSI scores, and those who perceived 
themselves as having a gambling problem were not more likely to seek help.  There 
are a few reasons to explain this result.  Firstly, the literature has consistently reported 
that seeking help for problem gambling carries a social stigma (Hodgins & El-
Guebaly, 2000; Raylu & Oei, 2004; Rockloff & Schofield, 2004; Suurvali et al., 
2009).  This was supported by the finding in this study, where shame and 
embarrassment that was listed as one of the key reasons why gamblers would not seek 
help (Table 14).  Another plausible reason could be related to the gambler’s 
desperation to seek help.  Many studies have found that gamblers only seek help as 
the last resort (Evan & Delfabbro, 2005; Lee et al., 2009; Teo et al., 2007) or having 
hit ‘rock bottom’ (Productivity Commission, 2010).  Usually, it is at this stage where 
the problem gambler recognizes that he would need professional help to resolve his 
gambling problem.  The third reason could be related to the lack of understanding 
about the type of help that was available for problem gambling.  As most problem 
gamblers were likely to be affected by financial problems due to gambling losses and 
debts, they might perceive the help services offered by NAMS, THK Problem 
Gambling Centre or other problem gambling treatment providers as of no use to them 
since it was unlikely that these services could alleviate their financial problems.  Last 
but not least, it is plausible that on the other end of the spectrum, there were gamblers 
who were inclined to seek help even though they were non–problem gamblers, or had 
not incurred any debt as a result of gambling.  These could be gamblers who viewed 
seeking help more favorably and were open to calling the helpline or consulting their 
own doctor to learn about how to prevent their gambling from developing into 
problem gambling.  A favorable attitude toward seeking help was one of the factors 
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associated with help seeking, regardless of their severity of problem gambling.  As 
this study targeted active gamblers, who include a broad spectrum of problem and 
non–problem gamblers, the impact of need factors on help seeking for problem 
gambling could be weakened by the lack of differentiation in the severity of problem 
gambling in this study’s sample.  This result was similarly reported in a study on help 
seeking for at-risk drinking by Nietert et al. (2007), which featured only predisposing 
and enabling factors.   
Summary  
 In this chapter, I have discussed the major findings of this study in greater 
depth in order to provide deeper insights into problem gambling and help seeking 
among active gamblers in Singapore.  To recapitulate, being younger, unemployed, 
having gambling debts and a lower level of social support were found to be associated 
with problem gambling among the active gamblers.  As for help seeking, living in 
rental housing, and being single or married were barriers to seeking help, while 
having more positive attitudes toward seeking help and knowledge about help 
services facilitated active gamblers to seek help.  In the next and final chapter, I shall 
discuss the implications drawn from this study, with emphasis on the contribution to 
knowledge and social work practice.  Last but not least, this dissertation will conclude 
with my recommendations for practice and areas for future research on problem 





Chapter Eight: Implications and Conclusion 
 The study of problem gambling is relatively new in Singapore although 
gambling has been around in our society for a long time.  The easy accessibility to 
legalized gambling opportunities such as those offered by Singapore Pools and the 
newly-established casinos in the Integrated Resorts may have an impact on problem 
gambling in Singapore.  While the majority of active gamblers in this study were able 
to manage their gambling without much problem, slightly less than one-fifth were 
found to be problem gamblers.  This was consistent with findings from Australia 
(Productivity Commission, 2010).  This study also found that certain psychosocial 
factors were associated with problem gambling among the active gamblers.  
 While the rate of help seeking for problem gambling is very low in Singapore, 
this study found that help seeking was not dependent on how severe one’s problem 
gambling had become.  Instead, several predisposing and enabling factors were found 
to either deter or encourage help seeking.  The barriers to help seeking included being 
single or married, and living in rental housing.  On the other hand, knowledge of help 
services and having positive attitudes toward seeking help encouraged help seeking.  
This chapter will cover the implications of this study in terms of their contributions to 
theory building, practice knowledge and service delivery. 
Contribution to Theory Building  
Enhancing Understanding of the Biopsychosocial Theory of Problem Gambling   
 This study has made an important contribution toward our understanding of 
problem gambling in Singapore.  All the previous studies done in Singapore focused 
primarily on pathological gamblers and their gambling characteristics (Lee et al., 
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2009; Lee et al., 2011; MCYS, 2005; 2008; NCPG 2012; Teo et al., 2007).  Their 
findings are important in highlighting patterns of problematic gambling and the 
antecedents associated with pathological gambling in Singapore, rather than in 
identifying etiological factors.  However, these local studies only focused on 
pathological gambling and neglected other subclinical problem gamblers, who were 
also likely to experience significant problems due to gambling. 
 This study is the first local study that identified the psychosocial factors 
associated with problem gambling in Singapore.  Through the use of a validated 
instrument, the PGSI (Ferris & Wynne, 2001), and a quantitative approach, this study 
examined the entire spectrum of problem gambling.  The ability to recruit a sufficient 
sample of active gamblers to facilitate comparisons between problem and non–
problem gamblers is a key strength of this study.  There were little distinctive 
gambling patterns found between the two groups of gamblers in terms of the onset, 
frequency and duration of gambling.  This finding provides evidence to dispel the 
notion that problem gambling is a progressive illness advocated by the medical or 
disease model where gamblers go through different phases and eventually ended up as 
problem gamblers (Custer & Milt, 1985).  In this study, there were only three 
gambling-related patterns that differed between the problem and non–problem 
gamblers: namely, the amount of money spent on gambling, incurrence of gambling 
debts and the amount of gambling debt.  These were probably indicative of the 
symptoms of problem gambling because logistic regression was able to isolate 
gambling debt as a likely cause of problem gambling, whereas the other two were not 
found to be associated with problem gambling.  
 The advantage of studying psychosocial factors is that it has helped to identify 
social risks factors of problem gambling in Singapore.  This is another significant 
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contribution of this study to theoretical knowledge.  This study was premised on the 
biopsychosocial theory of problem gambling and the philosophy underlying this 
theory postulates that gambling opportunities in a society provide the social context 
for individuals to gamble for various reasons (Griffiths & Delfabbro, 2001; Sharpe, 
2002; Sharpe & Tarrier, 1993).  Some common reasons cited by gamblers include 
gambling as a form social recreation and a way to enhance social bonding (NCPG, 
2007; Ng, 2011).  These reasons explain why social gambling is acceptable and 
pervasive in our society.  Although every gambler makes a personal choice to 
participate in gambling; dealing with the consequences of losing in gambling is 
however, affected by individual factors and external social forces.  The individual 
factors include a person’s biological predisposition and psychological attributes, while 
external social forces include changes in external conditions such as occupational 
status, health of the wider economy, availability of help, social support and even 
public perception about problem gambling.     
 Changes in social conditions can sometimes trigger the dynamics of a process 
of interplay between biological, psychological and social factors, causing someone 
who has chosen to gamble to develop problem gambling.  However, this assumption 
could not be tested in this study due to its limited scope.  On the other hand, what was 
tested in this study was that without establishing the underlying biological influences 
and psychological attributes of the gamblers, some non-normative social factors have 
stood out to distinguish the problem gamblers from non–problem gamblers among 
those who actively gamble.  The biopsychosocial theory is a parsimonious framework 
that has greater utility for social workers who are concerned with why certain people 
can become susceptible to problem gambling even though social gambling is a widely 
accepted form of social recreational activity.  For instance, this study has found that 
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being younger, unemployed, and having lower levels of social support were 
associated with problem gambling among the active gamblers.  Hence, early detection 
and intervention programs can be developed to screen, educate and reach out to these 
vulnerable groups before their gambling escalates to problem gambling. 
 According to Turner (1996), the building of a theory is an ongoing process, 
involving the development of bodies of tested facts to help understand and predict 
some aspects of social reality.  The finding that gambling patterns (except gambling 
debt) were not as important as other factors, such as unemployment, age and social 
support, in the development of problem gambling signals to policy makers and the 
treatment community to move away from focusing on gambling antecedents and 
gambling patterns to understand problem gambling.   
Understanding Problem Gambling Within an Ecological Context   
 The biopsychosocial theory of problem gambling posits that problem 
gambling is caused by a combination of biological, psychological and social factors 
(Griffiths & Delfabbro, 2001; Sharpe, 2002; Sharpe & Tarrier, 1993).  While this 
study has found several psychosocial factors associated with problem gambling, it has 
also provided preliminary empirical evidence that ethnicity and gender may not be a 
significant factor in problem gambling.  This finding challenges the suggestion by 
some studies that problem gambling is a Chinese (Abbott & Volberg, 1994; Loo, 
Raylu, & Oei, 2008) and male problem (Afifi et al., 2010; Bondolfi, Osiek, & Ferrero, 
2000; Volberg, Nysse-Carris, & Gerstein, 2006).  This highlights the importance of 
understanding the biopsychosocial theory of problem gambling within the ecological 
context in Singapore.   
 Essentially, the ecological perspective emphasizes the interdependence 
between an individual and the environment (Gitterman & Germain, 2008), and it 
 191 
 
posits a set of environmental layers that impact the development of the individual 
(Bronfenbrenner, 1979).  Problem gambling has to be understood within this context 
because gambling behavior cannot occur in isolation.  Gambling is widely accepted as 
a form of social and recreational activity in Singapore (NCPG, 2007).  For individuals 
who grow up in families where gambling is well tolerated, they are exposed to 
gambling much earlier in their life and gambling is viewed as part of family leisure 
and a form of social bonding.  In fact, this study has found that the active gamblers 
started gambling at a relatively young age.  This would aptly describe the 
microsystem.  Within Singapore’s small geographical boundary, there are more than 
300 Singapore Pools outlets located in all the housing estates.  The proximity and 
availability of the Singapore Pools outlets within easy reach of the gamblers in their 
neighborhoods represent the mesosystem.  The multicultural makeup of our housing 
estates and the low entry barrier of gambling at these outlets (Ng, 2011) ensure easy 
access to gamblers, regardless of gender and ethnicity, to place bets at Singapore 
Pools.  As for the exosystem, it is defined as the larger social system in which the 
individual functions.  This can be understood as the legitimization of gambling as a 
form of social recreation by Singapore Pools, a government-linked company and the 
biggest legalized gambling operator in Singapore.  Gambling games offered by 
Singapore Pools have been found to be the most popular among gamblers in 
Singapore (MCYS, 2005, 2008; NCPG, 2012).  As patronizing Singapore Pools, 
whose games are perceived to be fun and recreational, is viewed as socially 
acceptable, the games it offers have attracted women gamblers as well.  Last but not 
least, the final layer is the macrosystem, which comprises the cultural context in 
which the individual resides.  This would include the cultural beliefs, values and 
social attitudes about gambling that influence the interactions throughout the other 
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layers.  Singaporeans generally hold benign attitudes toward gambling games offered 
by Singapore Pools as most people feel that popular gambling games such as 4D and 
Toto are leisure activities and help in social bonding (NCPG, 2007).   
 The increased availability and accessibility of gambling opportunities have 
been identified as ecological risk factors for problem gambling (Shead, Derevensky, 
& Gupta, 2010; Welt et al., 2006).  In those studies that found that the prevalence of 
problem gambling was higher among male and Chinese gamblers, their ecological 
contexts were very different from the ecological context of the sample examined in 
this study.  These studies were all done in Western countries where their geographical 
sizes are much larger than Singapore's, and with Caucasian-majority populations.  
Moreover, most of the gambling operators are independent commercial entities such 
as casinos, electronic gaming machine (jackpot) clubs and race tracks (National 
Gambling Impact Study Commission, 1999; Productivity Commission, 1999, 2010), 
unlike Singapore Pools, which is state-owned.  The ecological perspective augments 
the biopsychosocial theory by acknowledging that individual factors are interwoven 
with environment determinants for problem gambling to develop.  So it is important 
for future research to study the impact of ecological factors on the development of 
problem gambling in Singapore.   
The Function of Gambling Debt in Problem Gambling   
 In the previous chapter, I have articulated that gamblers who have incurred 
debts as a result of gambling face a tremendous pressure of debt as their debt is 
unsecured and often borrowed from illegal moneylenders who charge exorbitant 
interest rates (Ee, Pang & Ho, 2004).  Although almost every problem gambler would 
incur gambling debts, this problem has not been extensively researched.  None of the 
models of problem gambling have covered this topic and even the DSM-IV TR (APA, 
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2000), which is a diagnostic system for pathological gambling, does not explain the 
functions of gambling debt and pressure of debt in developing, aggravating and 
maintaining problem gambling. 
 The pressure of a gambling debt forces them to continue gambling in the hope 
that, by winning the stakes, they can make at least some repayment or absolve their 
debt to relieve the pressure (Lesieur, 1984).  Conceptually, gambling debt and 
problem gambling appear to reciprocate each other, fuelling a vicious cycle that traps 
the problem gambler into continued gambling.  In order to break the cycle, most 
problem gambling treatment modalities would require the problem gambler to work 
toward stopping gambling.  This helps to prevent further aggravation of their debt 
problem and restore some stability, during which the problem gambler can work on 
making restitutions to his creditors.  Clinical evidence has shown that bailing out, 
which addresses only the debt problem, does not stop problem gambling.   
 This study has highlighted the link between gambling debt and problem 
gambling, and has offered a plausible explanation through the function of debt.  While 
it is important to build knowledge in this area, the limited data and scope of this study 
are unable to shed further light.  Future research can focus on qualitative aspects of 
the impact of gambling debts, as well as the pressure of debt as a function to maintain 
or aggravate problem gambling. 
Socio-Behavioral Model of Help Seeking: A Determinant Model   
 The basic tenet of the SBM (Andersen, 1995) posits that help seeking is 
determined by three distinctive groups of predisposing, enabling and need factors.  
This premise is easy to understand, but very difficult to explicate.  In spite of the 
extensive application by various researchers, the empirical findings have been 
inconsistent and very rarely were all three groups of factors found to be associated 
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with help seeking.  Andersen (1968) had originally conceptualized help seeking as a 
combination of independent factors categorized under predisposing characteristics, 
enabling resources and need.  This means that the various factors can individually and 
independently influence people’s propensity to seek help.  Over the years, this model 
has been used to explain help seeking in different population groups in health and 
social care.   
 Since his original paper (Andersen, 1968), Andersen, together with Goodwin, 
has made some further revisions to the framework (Andersen, 1995; Goodwin & 
Andersen, 2002), which seem to suggest that the SBM can be understood as a 
pathway model of help seeking.  A pathway model essentially describes help seeking 
as a sequence of steps starting from having a predisposition for help, being enabled, 
and assessed to be in need, before finally seeking help.  In terms of analyzing the 
variables associated with help seeking in this study, I utilized the hierarchical logistic 
regression method that adheres closely to the three-step model proposed by Goodwin 
and Andersen (2002).  It was found that predisposing and enabling factors were 
associated with help seeking, but not need factors.  In fact, in Goodwin and 
Andersen’s study (2002) on help seeking for panic attacks, only predisposing and 
need factors were featured.  Hence, it seems that the SBM is more useful as a 
determinant model for cross-sectional studies, rather than as a pathway model.   
 In a determinant model, the emphasis is on understanding why some gamblers 
seek help while others do not, rather than on how they seek help.  Although Mackian, 
Bedri, and Lovel (2004) had also classified the SBM as a determinant model of help 
seeking, they did not explain the reasons, nor provide any empirical evidence to 
support such a classification.   
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 In my previous chapter, I offered plausible explanations as to why those 
factors found in my study were important in influencing help seeking among the 
active gamblers in the context of Singapore.  The study of actual or intended behavior 
of seeking help is not seen as an end point but a process of uncovering the barriers 
and facilitating factors to help seeking.  This approach to theory building was 
described by Turner (1996) as an attempt to address discrete components of a selected 
theory.   
 In summary, seeking help is a complex phenomenon and although the 
empirical evidence of this study do not support the SBM as a pathway model for 
seeking help, it has found a number of factors that would impede or facilitate help 
seeking for problem gambling.   
The Influence of Socio-Cultural Factors in Help Seeking   
 The socio-behavioral model (Andersen, 1995) of help seeking was used in this 
study because the model postulates that demographic and socioeconomic variables 
can influence gamblers' decision to seek help for problem gambling.  As a 
determinant model, the SBM helps to provide an understanding of the process of help 
seeking.  The finding that predisposing and enabling factors were more important than 
need factors suggests that help seeking is more than a rational process.  Rational 
decision making is the underlying assumption of the SBM.  The model assumes that 
people are able to make rational decisions to seek help to prevent their problem from 
becoming long-term and chronic.  This may be true for general health conditions, 
which are generally non–value-laden, but not the case for problem gambling because 
the latter is largely negatively connoted (Shaffer & Gambino, 1989).  According to 
Green (1995), the experience of a problem and the decision to seek help are both 
personal and social events, and helping professionals cannot ignore these cultural 
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constructions.  Although in this study both the objective measure of problem 
gambling and subjective appraisal of the need for help have been included as need 
factors, the SBM assumed that people are rational and make decisions based on 
systematic review and appraisal of the information known to them.   
 One of the limitations of the SBM is that this model does not take into account 
the influence of values, beliefs and cultural sensitivity in the decision-making process 
to seek help.  Hence, in engaging problem gamblers or their families to seek help, it is 
important to understand how they would interpret the problem and the process of 
help.  This is because some of them may carry certain misconceptions or myths about 
the helping process and outcomes, which affect their perception and understanding of 
the role they play in resolving problem gambling.  Moreover, a number of studies 
have shown that Asians avoid external help because they tend to place a high value on 
the concept of saving face and on saving the individual's or family’s dignity 
(McMillen et al., 2004; Raylu & Oei, 2004; Scull & Woolcock, 2005; Tse et al., 
2003).   
 Ting and Hwang (2009), in their exploratory study on Asian American 
students, found that culturally-influencing factors that were incorporated into their 
modified SBM model helped to explain the influence of stigma on help seeking for 
mental health problems.  Similarly, the socio-cultural perception of seeking help for 
problem gambling can be included as one of the predisposing factors in the SBM 
model in future studies to examine and generate some empirical evidence on whether 
gamblers' values and beliefs about the help seeking would influence their propensity 
to seek help.  
Help Seeking for Problem Gambling: Social and Contextual Factors   
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 The use of the SBM in understanding help seeking for problem gambling is 
new as there was no study prior to this present one.  The findings of this study 
highlight that social and contextual factors were more important than individual 
biological and demographic factors in influencing help seeking for problem gambling.  
In this study, housing arrangement and marital status were predisposing factors found 
to be associated with help seeking; the former described the socioeconomic context in 
which the gamblers resided, while the latter described their social relationship status 
in terms of marriage.  In support of the SBM as the model of choice in exploring the 
phenomenon of help seeking for problem gambling, none of the biological or socially-
ascribed variables such as age, gender, ethnicity and religious affiliation were 
significantly related to help seeking.  Similarly, knowledge about help services, which 
is as an enabling factor in the SBM and also a contextual factor, was also found to be 
significantly associated with help seeking in this study.  Knowledge about help 
services is a contextual factor because it is dependent on how messages in public 
education about problem gambling and the availability of help are disseminated.  
Based on my findings and the various empirical evidence found in the literature about 
the SBM, it is reasonable to conclude that the variables influencing help seeking are 
highly dependent on the study population and its social context.  In building a theory 
on help seeking for problem gambling, greater emphasis should be placed on 
promoting help seeking via proper dissemination of help services without stigmatizing 
problem gamblers, and on ensuring that the message gets through to those from the 
lower socioeconomic strata.  
Contribution to Practice Knowledge  
Moral Paradigm: The Professional and Lay Divide in Problem Gambling   
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 Due to differences in the nature of their respective objectives, policy makers 
and the treatment community subscribe to different models of problem gambling.  For 
instance, being the national coordinating and advisory body on problem gambling, the 
NCPG views problem gambling from a public health perspective.  NAMS, being a 
tertiary health care institution, subscribes to the medical/disease and biopsychosocial 
models.  Other treatment providers such as One Hope Centre, WE Care Community 
Services and GA support the 12-Step program and self-help movement.  All these 
models are believed to be efficacious in understanding and treating problem 
gambling.  But a stark contrast exists between the understanding of problem gambling 
by the general public and professional services.  The predominant view on problem 
gambling of the general public—which I shall refer here as lay people, as opposed to 
trained professionals—is one of moral failing.  Shame and embarrassment, and a 
strong sense of self-reliance in resolving problems related to gambling were cited by 
the gamblers in this study as their reasons for not seeking help.  These are indicative 
of the strong influence of the moral view on problem gambling.  In addition, I have 
explained quite extensively in the previous chapter, the fact that gamblers preferred 
seeking help from FSCs and their doctors, rather than from designated specialist 
centers such as NAMS and THK Problem Gambling Recovery Centre, was also 
indicative of the influence of the moral view on problem gambling.  Their preference 
suggests that those who want to seek help prefer to avoid being labeled as problem 
gamblers.  
 The moral model (Shaffer & Gambino, 1989) is not a scientific model but a 
value-laden belief that problem gambling is a result of the poor moral and ethical 
standing of the gambler.  According to the moral view, gambling is a freely-chosen 
action by the gambler and if problems arise to cause difficulties to the gambler or his 
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family, it is because the gambler has chosen a morally wrong course of action in 
indulging in gambling.  The problem gambler is viewed as a morally flawed person 
who would lie incessantly to his family and friends to borrow money to support his 
gambling.  He is unrepentant and recalcitrant.  In order for the problem gambler to 
change, he deserves all the adverse consequences of his personal failing.  This will 
rectify his erroneous moral system and prevent him from failing again.   
 In the logistic model, contrary to help seeking in other health conditions, only 
predisposing and enabling factors were more important than need factors in 
influencing gamblers to seek help.  Need factors such as perceived need for help and 
objective measure of problem gambling severity were not featured as predictors of 
seeking help.  This further suggests that problem gambling is perceived as value-laden 
in the logistic model, rather than just a health condition.  In comparison, seeking help 
is value-neutral for other health conditions like heart disease, hypertension, and even 
depression.  This means there is no value judgement on a person seeking help for 
those conditions.  Although certain serious mental health conditions such as 
schizophrenia carry strong negative social stigma, the stigma arises because of 
misconceptions that schizophrenic patients are dangerous.  But lay people are more 
accepting of mentally-ill patients needing treatment compared with those seeking help 
for problem gambling.  The perception of lay people about problem gambling is 
value-laden and less positive as people see problem gamblers as solely responsible for 
choosing to continue to gamble despite the negative consequences. 
 An important learning point derived from this study regarding help seeking is 
that predominant social attitudes, values and beliefs about problem gambling can 
influence a gambler’s propensity to seek help.  It is important that help services do not 
reinforce the moral paradigm.  Unfortunately, the underlying message in the problem 
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gambling infomercial commissioned by the NCPG, in which the problem gambler 
was portrayed in very negative light, appeared to propagate this view.  Perhaps this is 
why help seeking numbers have consistently been low in Singapore.  However, the 
scope of this study did not include examining the value base and perception of 
gambling, and as such, the study was unable to establish their impact on help seeking.  
This could be a topic of interest for future research in Singapore. 
Impact of Social Conditions on Help Seeking   
 Despite my suggestion in the preceding discussion that help seeking could be 
affected by the predominant negative view of problem gambling in Singapore, and 
that this study was limited in its scope to elucidate the impact of such factors, this 
study has nonetheless contributed to other important aspects of our understanding of 
problem gambling.   
 First, the study found that certain social conditions impeded gamblers’ 
inclination to seek help for problem gambling.  To summarize, gamblers who lived in 
rental housing were less likely to seek help.  Those who were less educated were also 
less aware about the types of help services available to them, and knowledge of help 
services was found to be a predictor of help seeking.  All these findings combine to 
suggest the lack of penetration of information on help services for problem gambling 
into the lower socioeconomic strata of the Singaporean society.  Similarly, those with 
lower education also had less favorable attitudes toward help seeking, which could be 
due to having a limited understanding and misconceptions about getting help on 
problem gambling.  A favorable attitude toward seeking help was another factor 
found in this study that promotes help seeking.  Having established that help seeking 
is associated with these social factors, policy makers and treatment providers can 
design public education and outreach programs targeted specifically at those who fall 
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under the lower socioeconomic strata in terms of housing and educational level, and at 
changing their negative attitudes and misconceptions about help seeking, to enhance 
this group of gamblers’ access to help.  I will discuss these later in the section on 
implications for service delivery. 
The PGSI as a Screening Instrument for Problem Gambling in Singapore  
 This study has illustrated the usefulness of the PGSI as a reliable screening 
instrument for problem gambling in Singapore.  The findings of the government-
commissioned gambling prevalence studies conducted in the past few years have 
yielded inconsistent results that reported fluctuating rates of problem gambling 
(MCYS 2005; 2008; NCPG, 2012).  Although the rates of problem gambling in these 
reports appeared to be within the bounds of 2%–5%, which are comparable to other 
countries, the lack of a credible explanation for the variation other than attributing it 
to statistical fluctuations of gambling participation and activity, may suggest that the 
instrument used in the studies was not very reliable.  I have pointed out the weakness 
of the screening instrument used in all these surveys in Chapter Two and in fact, 
problem gambling studies experts like Derenvensky (personal communication, 
August 18, 2009), Ladouceur (personal communication, October 15, 2008) and 
Marotta (personal communication, June 10, 2008) had highlighted on separate 
occasions that the main weakness of the studies done by MSF/MCYS (2005, 2008) in 
estimating the prevalence of problem gambling in Singapore was the use of non-
validated problem gambling screening instrument in those studies, which would result 
in difficulties in making an accurate assessment of the problem gambling situation in 
Singapore and making comparison with other countries.  
 The PGSI has been found in the past few years to be the most stable and 
reliable problem gambling screening instrument (Holtgraves, 2009; Young & Stevens, 
 202 
 
2008).  Many countries such as Australia, Canada and the United States have used the 
PGSI quite extensively in their prevalence studies (Ipsos Reid Public Affairs and 
Gemini Research, 2008; South Australian Department for Families and Communities, 
2006; Volberg & Bernhard, 2006).  Given the demonstrated efficacy and reliability of 
the PGSI, the NCPG has already started using it as a problem gambling screening tool 
which is administered to gamblers whose family has applied for family exclusion 
order.  NAMS too have posted the PGSI on their website for people who are 
concerned about their own gambling situation to self-administer and screen whether 
they are problem gamblers (NAMS, n.d).  This provides further support that the PGSI 
is suitable for use in Singapore as the standard screening instrument for problem 
gambling in Singapore.   
 Arthur et al. (2007) did a comparison of the validity and reliability of using the 
PGSI (he used the original term, Canada Problem Gambling Index, as it was first 
developed in Canada), SOGS, Gamblers Anonymous’ 20 Questions (GA-20) 
(Gamblers Anonymous, n.d.) and DSM-IV (APA, 2000) to screen for problem 
gambling in Singapore and concluded that the PGSI was the most appropriate 
instrument.  However, the target group of his study was restricted to local university 
students.  A more recent study on problem gambling among older adults in Singapore 
using the PGSI as a screening tool has found the instrument to be reliable and valid 
for the use in their population group (Tse & Hong, 2012).  In this study, the PGSI was 
used across a wider spectrum of active gamblers from varied socioeconomic 
backgrounds and the results showed that the PGSI was suitable for use across various 
population groups.  This study was also the first to use the locally-translated Chinese 
version of PGSI, which was found to have high reliability similar to the original 
English version.  Overall, the current study corroborates with the studies by Arthur 
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and colleague’s study (2007) and Tse and Hong (2012) in terms of the reliability of 
the scale used for our local population.  Hence, this study has found further evidence 
that the PGSI is a promising scale for screening problem gambling in Singapore.  
However, more studies and analyses have to be carried out to validate this scale 
before it can be used by NCPG for future problem gambling surveys in Singapore.   
 The PGSI has been rigorously tested and found to be reliable for test-retest 
across different time periods (Ferris & Wynne, 2001; Holtgraves, 2009; Orford, 
Wardle, Griffiths, Sproston, & Erens, 2010).  Once the PGSI has been validated for 
local use, the NCPG can also consider commissioning a longitudinal study to track the 
longer-term development of problem gambling, rather than repeat the same gambling 
prevalence study every few years.  This would help to provide some data on the 
incubation period of problem gambling and may further sift out the various protective 
and causal factors of problem gambling in the population. 
Implications for Service Delivery  
Prevention of Problem Gambling to Protect Vulnerable Groups   
 This study has found that problem gamblers tended to be younger and the data 
has also corroborated with other local studies that most gamblers started gambling at a 
young age, during their adolescence or young adulthood (MCYS, 2008; NCPG, 
2012).  At this stage of life, most young gamblers would still be studying and have yet 
become economically productive.  If their gambling activities are not curtailed, they 
would be at risk of developing problem gambling.  It is important that public 
institutions such as the Ministry of Education and the National Youth Council 
collaborate to organize public education programs to instil the right message about 
gambling and the risks of problem gambling, through a sustainable public education 
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program aimed at preventing school-going children or youths from being initiated into 
any forms of gambling.  Such an approach targeted at the young would be considered 
a form of primary prevention, whereas for older children and youths, a secondary 
prevention approach that aims to help young people who have already been exposed 
to, and have been participating in social gambling to understand the risks and 
consequences of problem gambling. 
 As it is compulsory for young men to be enlisted for National Service in 
Singapore, the Ministry of Defence and Ministry of Home Affairs should also include, 
as part of their orientation program for new enlistees, talks on problem gambling.  
This can be done together with the anti-drug education that is already being conducted 
as part of the orientation programs in military camps, the police or civil defence 
academy.  Apart from educating youths about the risk of problem gambling, the 
curriculum should also cover the steps these servicemen can take to seek help if they 
are already experiencing problems with gambling.  Although there is no data available 
on this area in Singapore, some studies in the United States have indicated that many 
servicemen are afraid of the repercussions if they are to admit to their gambling 
problem (Kennedy, Cook, Poole, Brunson, & Jones, 2005; Weis & Manos, 2007).  As 
such, many would choose to cover it up and avoid seeking help (Kennedy et al., 
2005).  Having a problem gambling education program as part of the new enlistee’s 
orientation to National Service can dispel the myth that servicemen will be severely 
punished if they are to approach their commanders for help because of gambling 
problems.  This would encourage young servicemen to come forward for help before 
the problem becomes more serious.  Emshoff, Gilmore, and Zorland (2010) also 
recommended that screening for problem gambling can be done as part of the routine 
health assessment when servicemen return from overseas training.  Kennedy and 
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colleagues (2005) have also found that problem gambling treatment could be easily 
implemented together with existing substance abuse treatment program in the 
military.  Preliminary findings indicate that such an arrangement was effective in 
preventing suicides in servicemen (ibid).   
 The second group of respondents that were found vulnerable to developing 
problem gambling was active gamblers who were unemployed.  The secondary 
prevention message sent through NCPG’s infomercials targeting at people who are 
gambling actively should avoid carrying underlying moral messages, and illustrate 
through a vignette that a non-normative event like a sudden loss of job could place an 
active gambler at risk to severe gambling problems.  This would help to encourage the 
gambler to call the National Problem Gambling Helpline for assistance.  For example, 
it could come in the form of a short feature story about how someone who always 
enjoyed gambling suddenly lost his job due to a retrenchment.  As he did not dare to 
tell his family about his job loss, he resorted to gamble out of the gambling debt that 
he has amassed, which landed him in a dire financial situation.  Having picked up the 
courage to call the National Problem Gambling Helpline, he found that the counselor 
was empathetic and genuine in wanting to help.  Eventually, he agreed to go for 
counseling and, together with the support of his family, he was able to solve his 
gambling problems and enroll in skills upgrading programs to find a new job.   
 The other vulnerable group which was discussed in the previous chapter are 
female gamblers.  This study, unlike previous local studies, found that problem 
gambling was not restricted only to the men.  In the previous chapter, I have discussed 
some of the reasons why women could be at risk, such as increasing acceptance of the 
view that gambling is a social and recreational activity, the proliferation of gambling 
opportunities targeted at women (Volberg, 2003) and the rapid escalation to problem 
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gambling (Heater & Patton, 2006; Potenza et al., 2001; Tavares et al., 2001).  Yet, the 
number of female help seekers shown in the published data on help seeking on 
problem gambling in Singapore is very low:  women made up only less than 20% of 
the total help seekers here (Lee et al., 2011; Lee et al., 2009; Teo et al., 2007).  
Research has informed that women mostly turn to gambling as a way to escape from 
their problems and there are indications to suggest that women tend to escalate to 
problem gambling in a much shorter time as compared with men (Heater & Patton, 
2006; Potenza et al., 2001; Tavares et al., 2001).  It is therefore important for such 
information to be disseminated to women through public education or seminar 
platforms so as to encourage more women who are at risk to come forward for help.  
Such prevention programs can model successful existing health promotion programs 
such as cervical and breast cancer screening, and be incorporated as part of the overall 
public education on women’s physical and mental well-being. 
Effective Public Education Campaign: Transforming Negative Stigma   
 A strong and effective public education campaign that targets various levels 
and segments of the community is important to drive prevention programs.  Currently, 
the public education program driven by NCPG appears to target only existing 
gamblers who have crossed the line of social gambling into problem gambling.  The 
other levels that should be covered in the national public education campaign on 
problem gambling have been discussed in the preceding section, which include 
primary prevention for children, youth and women, and secondary prevention for 
social gamblers and more active gamblers.  In order to be comprehensive, the NCPG 
should consult and engage other social movement and advocacy groups to develop the 
multi-tiered public education campaign. 
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 Although this study has not examined the stigma of seeking help, the reasons 
cited by gamblers for not seeking help seem to suggest the stigma factor.  This is also 
consistent with reasons cited by gamblers in similar studies conducted in other 
countries (Hodgins & El-Guebaly, 2000; Raylu & Oei, 2004; Suurvali et al., 2009).  
To transform negative public attitudes toward people affected by gambling problems, 
it is essential that public education programs avoid demeaning the problem gambler.  
For example, most problem gamblers run into debts with loan sharks who are noted to 
take extreme measures to harass the gambler and the family into payment.  Rightfully, 
the message should convey anti–‘loan-sharking’ messages and disapproval of loan 
sharks’ illegal money-lending methods and ruthless tactics of forcing debtors to pay 
back.  There have been an increasing number of cases reported in the local media 
about loan sharks using very extreme debt recovery tactics that have resulted in 
individual and family tragedies.  Instead of blaming the loan sharks, many members 
of the public perceive gamblers as the cause of the problem, which does not help with 
encouraging those who are facing similar situations to seek help.  Instead, the public 
education tagline should be reviewed, and NCPG could work together with the police 
on an anti–loan shark crime drive to actively promote and feature stories from 
recovered problem gamblers and families.  They can share their experience of seeking 
help and how the assistance rendered by various services prevented their problems 
from further aggravating, and helped them to regain normalcy in their lives.  This, 
however, would not be easy because even though there have been successful cases of 
recovery from problem gambling, the present stigma has prevented problem gamblers 
and families from coming forward to share their recovery experience.  The first step 
to promote help seeking among problem gamblers is to delink the moral message 
from problem gambling in public education campaigns. 
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Screening of Problem Gambling for Early Detection   
 For those who are already experiencing problems due to gambling, it is 
important that these gamblers are detected earlier so that they can get more timely 
help to prevent further aggravation of their problem.  The NAMS’ data showed that 
majority of those who went to seek help had delayed for a considerable period, and by 
the time they got help, some had already developed other co-occurring disorders such 
as depression or substance abuse (Lee et al., 2011; Teo et al., 2007).  If the gambler’s 
problem gambling had been detected earlier, much could be done to prevent his/her 
gambling losses and debts from reaching the proportions of that when the problem 
gambler seeks help at a later phase.  With treatment and appropriate support, problem 
gambling can be arrested and better managed.  The key to starting treatment early is 
early detection with better screening of problem gambling.   
 The first and usual sign of problem gambling is the problem gambler getting 
into financial problems, especially among those with debts borrowed from illegal loan 
sharks.  In addition, this study has also found that problem gambling was associated 
with unemployment, incurrence of gambling debts and low level of social support.  
As such, it is very important for FSC social workers to screen for gambling activities 
and gambling-related problems among its clientele, since  FSCs—being the 
community frontline social assistance agency and working in tandem with other 
community groups such as grassroots organizations and the local Members of 
Parliament/Advisers—are often the first stop residents turn to for help.  As social 
gambling is very prevalent in Singapore, screening for problem gambling should 
become part of the standard protocol when interviewing a new client who has gone to 
any FSC for help, especially those who are seeking financial assistance due to loss of 
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employment.  This is also taking into account the finding of this study, that gamblers 
listed FSCs as their preferred choice of help.   
 In view of this study’s finding that those living in rental flats were more 
unlikely to seek help, it is important that FSCs work closely with the HDB and town 
councils to reach out to these residents.  All the public housing estates in Singapore 
are managed by the respective town councils, and residents living in HDB flats are 
required to pay a monthly conservancy charge for the maintenance of the estates.  
Families affected by problem gambling are likely to suffer from financial problems, 
which would result in arrears on payment of their rental and conservancy fees, or even 
loan shark harassment.  Usually, the HDB and the Town Councils would refer such 
cases to FSCs.  As such, all FSCs should be equipped with staff that is adequately 
trained to screen for problem gambling using the PGSI so that those with problem 
gambling can be detected and provided with more timely help.  While FSCs may not 
have the specialist training to take on cases needing problem gambling treatment, they 
can refer these cases early to the various gambling treatment providers such as 
NAMS, THK Problem Gambling Recovery Centre and other voluntary welfare 
organizations, and co-manage with these organizations on other non–problem 
gambling issues to augment the holistic recovery of the gambler and the family.  
Other than FSCs, some other frontline government aid agencies should also be 
properly trained to use the PGSI.  These agencies would include the CDCs and 
grassroots organizations.  Like FSCs, CDCs and grassroots organizations are also one 
of the first stops for needy residents who seek help for financial and employment 
problems.  Specifically, the career guidance officers in the CDCs who are helping 
people affected by retrenchment need to be trained to screen for problem gambling as 
unemployment has been found to be a risk factor for problem gambling.  During the 
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formative years of building up the three-tiered problem gambling strategy in 
Singapore, the NCPG engaged NAMS to provide training to the staff in FSCs and 
other frontline agencies to equip them with basic knowledge of the service 
infrastructure for problem gambling, and of identifying and referring problem 
gamblers to help services.  However, the training content then focused on identifying 
behavioral traits of pathological gambling, promoting the National Problem Gambling 
Helpline and social safeguards such as FEOs.   
 At this juncture, it is crucial to develop a new training curriculum and a 
service directory for problem gambling to help first-tier agencies enhance their 
capabilities to screen for problem gambling using the PGSI and to assist problem 
gamblers and families to seek help.  The new service directory can provide more 
options to gamblers and their families to seek help from various service providers that 
they are comfortable with.  These services should not be restricted to NAMS or THK 
Problem Gambling Recovery Centre, but should also include others such as WE Care 
Community Services, One Hope Centre, Gamblers Anonymous and other 12-step 
program groups, etc. 
Gambling Debt Management: Developing Specialized Capability   
 Gambling debt is a major problem faced by most problem gamblers as—
sooner or later—they will sustain huge gambling losses.  From my clinical experience 
as well as experience from serving as a member of the panel of assessors for 
applications for FEOs, the exact debt amount owed by problem gamblers is often 
difficult to determine.  This is because the amount of debt fluctuates and the problem 
gambler usually under-reports the amount of debt in the hope that his/her family can 
bail them out.  But often, the reality is that with each bailout, the family finds out later 
that the amount of debt is greater than what they have been told.  Eventually, the 
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family crumbles under the enormity of debt (National Gambling Impact Study, 1999; 
Tepperman, Korn, & Reynolds, 2006).  I have discussed in an earlier section about the 
function of gambling debt in developing, maintaining and aggravating problem 
gambling.  There is a strong and urgent need for a specialized service to help problem 
gamblers and their families manage their financial debt, as it could be a trigger for 
relapse even if the gambler has stopped gambling because the gambler might try to 
gamble out of his financial problem due to financial constraints.   
 Currently, One Hope Centre is the only agency in Singapore that helps 
gamblers deal with debts incurred with illegal moneylenders.  Through their small 
network of reformed loan sharks and gang members (i.e., persons who previously 
operated as illegal moneylenders), One Hope Centre helps gamblers negotiate for a 
viable repayment plan, and, in return, secure their informal agreement to stop 
charging exorbitant interest rates and harassing to pressure for payment.  As for 
legalized moneylenders, Credit Counselling Singapore offers its service to work out 
debt repayment plans for gamblers.  Other than these two agencies, none of the 
existing FSCs or specialized agencies provides debt management service.   
 Such services as provided by One Hope Centre and Credit Counselling 
Singapore are in need of development because most problem gamblers and families 
become amenable to seeking help and are more committed to follow through with 
treatment when doing so concurrently relieves the immense pressure of debt that they 
face.  In a very recent development, the NCPG announced that four FSCs (which 
included the agency in which I am currently employed, The Ang Mo Kio Family 
Service Centres) have been appointed to provide a pilot program known as Legal and 
Financial Advisory Service (LFAS) to help problem gamblers and their families deal 
with their legal and financial problems associated with gambling debts (Neo, 2012).  
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At this juncture of writing this dissertation, the details of this pilot program have yet 
to be announced.  Ng (2005) has recommended that the following essential aspects of 
financial debt management should be covered to protect families’ long-term financial 
interest when they receive help for problem gambling.  These include:   
1. Basic financial literacy on keeping track of daily income and 
expenditure to ensure a reasonable standard of living for the family.   
2. Understanding the relationship between gambling debt, pressure of 
debt, and problem gambling.  This must incorporate the role of illegal 
moneylenders, their modus operandi and proper ways of managing 
them.  
3. Keeping an inventory of the family’s financial assets and the gambler’s 
debt obligations in order to work out and maintain a viable repayment 
plan.   
4. Focus on rebuilding the long-term financial health of the family 
through a balanced approach of gainful employment, structured 
savings and debt repayment.  The family should also be enabled to 
build some contingency funds to cope with unexpected life events, 
such as sudden job loss, catastrophic illnesses, etc. 
Community Outreach and Engagement to Promote Help Seeking   
 This study has found that gamblers preferred to approach FSCs or their 
personal doctors about their gambling problems, rather than turn to NAMS or THK 
Problem Gambling Recovery Centre.  A possible reason which I have earlier 
postulated is the negative stigma associated with seeking help at these two centers.  
Another possible reason is the lack of public awareness about the range of services 
offered by NAMS and THK Problem Gambling Recovery Centre.  Although it is 
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commendable that NAMS has developed an accessible and comprehensive website 
for the public to find out more about their services, this study has also found that 
those from the lower socioeconomic strata were least aware about help services, and 
possibly because they may not have access to modern social media like the internet.  
A new initiative was rolled out recently by NAMS in the form of a self-help 
workbook, accessible through their website (IMH, 2012).  This again illustrated that 
NAMS’ pitch for raising awareness about problem gambling and its services is 
targeted at only a particular segment of the population who is internet savvy. 
 In order to reach out to other segments of the population affected by problem 
gambling, especially those from the lower socioeconomic strata, there must be a new 
community outreach and engagement approach.  The NCPG, being the overall driver 
of problem gambling services in Singapore, should develop a nationwide outreach 
strategy incorporating different players and stakeholders.  For example, smaller-scale 
regular community outreach programs can be undertaken by NAMS and other 
providers to visit different housing estates and work with the community partners 
there, such as FSCs, local grassroots organizations and CDCs.  In particular, FSCs can 
play a more prominent role because they are attuned to their community’s needs and 
its indigenous resources.  Furthermore, FSCs have the vast experience of organizing 
targeted outreach to address specific community concerns such as loan shark 
activities, social isolation of older adults, and youths-at-risk.  All these could be 
related to undetected problem gambling in the community.  With greater community 
awareness and support from the local grassroots organizations, families affected by 
problem gambling would be more willing to approach FSCs for help and those who 
are found to require more specialized assistance can be appropriately referred to either 
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NAMS or THK Problem Gambling Recovery Centre, and other problem gambling 
services such as Gamblers Anonymous.   
 Being one of the established community-based social service agencies 
operating four FSCs in Singapore, the agency under which I am currently employed, 
The Ang Mo Kio Family Service Centres, have extensive experience in organizing 
community outreach and public education programs in the community.  We have 
found that residents from the lower socioeconomic strata such as those living in rental 
flats and those with lower education respond well to small-scale and personalized 
approaches, through which programs are conducted at common communal spaces 
such as void decks of their HDB housing blocks.  The essence of the public education 
message has to be simple and unambiguous, and delivered via an interactive and fun 
approach.  This helps to draw their interest, sustain their engagement, and encourage 
them to come forward to address their concerns or queries. 
Enhancing the Capability of the National Problem Gambling Helpline   
 This study has also found that the National Problem Gambling Helpline was 
the second most preferred choice among gamblers who would seek help for problem 
gambling.  It shows that to some extent, the public education campaign on promoting 
the National Problem Gambling Helpline has achieved its desired effect as some 
gamblers were able to identify the helpline as a form of help for them (NCPG, 2007).  
Currently, the helpline is funded by NCPG and jointly manned by counselors of 
NAMS and THK Problem Gambling Recovery Centre round the clock.  The 
advantages of having a 24-hour telephone helpline are increased accessibility, low 
cost and the safety of anonymity for the caller.  Based on the data available in the 
public domain about the National Problem Gambling Helpline, the number of genuine 
calls seemed to hover around 200–500 per month (Anantha, 2009; Hoe, 2010).  
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However, the major limitation of the National Problem Gambling Helpline appeared 
to be its limited ability to engage callers who are problem gamblers to seek treatment 
in person.  According to NAMS, the total number of problem gamblers seen from 
2007 to 2011 was 1015 (IMH, 2012).  As such, it is quite evident that the rate of 
referrals for treatment from the National Problem Gambling Helpline to NAMS was 
very low.  In comparison, about 44% of the callers of the Gambler’s Helpline in 
Australia were successfully referred to receive face-to-face counseling for problem 
gambling (Dickerson, 2004).  In terms of the duration of the calls, Anantha (2009) 
reported that the counselors manning the National Problem Gambling Helpline spent 
an average of 10 minutes with each caller.  This is almost half the average duration of 
19 minutes reported by another gambling helpline in South Australia (Office for 
Problem Gambling, 2011).  As such, it appears that callers are using the National 
Problem Gambling Helpline to make enquiries rather than to seek counsel for problem 
gambling..   
 In view of the short duration of the calls that have been made to the National 
Problem Gambling Helpline so far, it may be necessary for the phone counselors to 
adopt the use of brief intervention and problem-focused strategies to help callers with 
their presenting problems (Shandley & Moore, 2008).  This means that counselors 
manning the National Problem Gambling Helpline must be adequately trained to 
provide interventions to the caller that are targeted at ameliorating emotional distress 
faced by the caller as most calls to the Helpline are precipitated by a crisis.  It implies 
that the National Problem Gambling Helpline must evolve to focus more on getting its 
counselors to proactively engage callers and respond with greater empathy to callers’ 
dire situations.  The counselors should move away from gathering information about 
callers’ gambling patterns because these are simply manifestation of problematic 
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gambling.  Instead, they should provide a listening ear and assurance to the callers 
that their problems are understood so as to reinforce callers’ decision to seek help.  
The Helpline counselor must also be able to offer pragmatic assistance such as 
providing information and guidance on how they can seek help from the police if they 
were facing harassments or threats to their safety by loan sharks  
 The relative success of gambling helplines in other countries has shown that 
telephonic help can be very effective if they are properly managed.  In a recent 
randomized multisite study on the effectiveness of face-to-face counseling vis-à-vis 
telephone counseling, the preliminary evidence seemed to indicate that both types of 
interventions are effective for problem gambling (Tse et al., 2013).   
Increase Awareness About the Availability of Help Services by Bridging the 
Health Care and Social Care Divide in Service Delivery  
 An important finding of this study on the degree of awareness of help services 
for problem gambling in Singapore reveals that nearly three quarter of the respondents 
did not know the avenues for help.  This further corroborates with the result of 
another study by Ng (2011), who found that awareness of help for problem gambling 
was very low in Singapore.  This could be, in part, due to the fragmented provision of 
problem gambling services in Singapore.  The NCPG was formed as an advisory 
council to formulate and coordinate the nationwide strategy to tackle problem 
gambling (NCPG, 2006a).  However, it does not have the mandate to direct, oversee 
and regulate the types of services provided by the various agencies.  There is a clear 
division of responsibility between the two government ministries overseeing the 
delivery of human services in Singapore, namely, the health care and social care 
sectors.  The health care sector is funded and regulated by the Ministry of Health, 
under whose purview all health care–related services—from primary prevention to 
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tertiary care—operate.  In terms of social care, MSF takes charge of funding and 
regulating a wide array of social programs, ranging from promoting marriages and 
family harmony, to provision of social welfare and protection of vulnerable groups.  
In both the health care and social care sectors, some of the services are government-
operated, while others are run by voluntary welfare organizations or charity groups 
that receive funding from the government. 
 As problem gambling is a complex problem, problem gamblers and their 
families may require services from both sectors.  At present, there is a clear 
demarcation of accountability to their respective parent ministry among the service 
providers.  NAMS is a funded tertiary health care service under MOH that has to 
adhere to the strict guidelines of the ministry, just like other medical institutions in 
Singapore (IMH, 2010).  THK Problem Gambling Recovery Centre, on the other 
hand, receives funding from MSF/MCYS to run its problem gambling services 
(NCPG, 2006b).  However, being a voluntary welfare organization, it has more 
flexibility in designing the scope and range of its services based on its available 
resources.  At the same time, the FSCs which have been found to be the top choice 
among gamblers seeking help for problem gambling are also funded mainly by 
MSF/MCYS (2012b).  Other non-funded services such as WE Care Community 
Services, One Hope Centre and Gamblers Anonymous are non-regulated as they are 
self-supported.  This fragmented service delivery approach results in varying 
standards and expectations, and creates service gaps, which some problem gamblers 
or families fall through.  For example, NAMS, being a tertiary health care institution, 
gives the priority of its service responsibility to the patients, i.e., problem gamblers.  
Due to medico-legal implications, NAMS is unable to share medical information 
about patients with other service providers that are co-managing the cases, due to 
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strict confidentiality requirements.  THK Problem Gambling Recovery Centre’s 
current services focus on helping families affected by problem gambling to apply for 
FEOs.  As the FEO is only limited to the two casinos in the Integrated Resorts, and 
problem gamblers may be visiting casinos other than these two (e.g., Genting 
Highlands’ casinos or casino cruises), some families are reluctant to apply for the 
FEO due to its limited benefits.  However, in this instance, THK Problem Gambling 
Recovery Centre is constrained by limited manpower in rendering any further 
assistance to the family members of problem gamblers who are often equally in need 
of help and support to deal with the rippling effects of problem gambling.   
 The service provision for problem gambling in Singapore is best described as 
fragmented and agency-centric, rather than integrative and needs-centric (Lim, Low & 
Ng, 2009).  For problem gambling services to be effective, the obvious gaps between 
social care and health care agencies have to be addressed and minimized; after all, the 
problem gambler and family who seek help at NAMS, THK Problem Gambling 
Recovery Centre or FSCs would be the same persons requiring help with different 
aspects of a problem, and different needs—but the problems and needs stem from one 
source: problem gambling.  Ng and Low (2011) have urged for a systems approach in 
managing problem gambling, as many systems, such as legal, financial, social and 
health institutions are often involved.  NCPG playing its advisory role in formulating 
a national strategy to address problem gambling in Singapore can help MOH and 
MSF/MCYS to arrive at a common understanding and build a system for information 
and resource sharing between the various government-funded services.  Bridging the 
difference between the health care and social care sectors is the prerequisite for 
NCPG to create a common platform where the services of different providers of 
problem gambling help is systematically disseminated to the general public through 
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different channels.  This would help to raise awareness among Singaporeans about the 
availability of different types of help and promote help seeking for those who are in 
need.  Knowledge about help services was found to facilitate help seeking in this 
study and is consistent with the literature (Hodgins & El-Guebaly, 2000; Suurvali et 
al., 2009).   
 Promote Collaboration Between Different Service Providers   
 The emergence of non–public-funded problem gambling services in Singapore 
by agencies such as WE Care Community Services, One Hope Centre and Gamblers 
Anonymous suggests a certain level of bottom-up initiative and response by 
indigenous resources in tackling problem gambling.   
In fact, the gamblers surveyed in this study preferred to seek help from these 
community-based problem gambling treatment organizations rather than the 
specialized problem gambling services such as NAMS and THK Problem Gambling 
Recovery Centre.  As I have discussed earlier, the fragmented, agency-centric 
approach and lack of collaboration among the various service providers have led to 
greater confusion for people who need help (Lim, Low & Ng, 2009).  Other than 
funding and accountability issues, one of the main reasons for the lack of 
collaboration is attributed to the different social missions ascribed by the various 
providers.  Most of the non–government-funded services are supported by religious or 
faith-based groups (e.g., One Hope Centre is supported by a few Christian churches), 
or the recovery movement and community (e.g., Gamblers Anonymous is part of the 
wider 12-step movement, while WE Care Community Services started as a local 
community for people recovering from addiction).  The services of these non–
government funded organizations are generally small-scale and limited in scope and 
coverage.  The apparent lack of data on their services has led the public to ponder 
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how effective and helpful their services are.  Nonetheless, the small size of their 
operations and fellowship model are noted to provide more supportive, adaptive and 
personalized approach to problem gamblers and families.  Anecdotal evidence has 
shown that the number of people who have sought assistance for problem gambling at 
these organizations have increased over the past two years (Tai, 2011; Grosse 2012).   
 As the field of problem gambling advances over the next few years, it is 
imperative for the various players ranging from NCPG, specialized centers, non–
government-funded service providers and other social service agencies such as FSCs 
to work together toward a common goal.  Collectively, we have to move away from 
individualized practice, toward more collaboration among various professions, 
interest groups and agencies.  According to Seaburn and colleagues, embracing the 
culture of collaboration is crucial for many helping hands to work together (Seaburn, 
Lorenz, Gunn, Gawinski, & Mauksch, 1996).  Bronstein (2003) further advocated for 
an interdisciplinary model of collaboration as social problems become more complex.  
She recommended that collaboration should comprise interdependence, creation of 
new professional activities, flexibility, collective ownership of goals, and reflection 
on the process.   
 Let us take a local example from the field of rehabilitation and reintegration of 
ex-offenders.  A formal alliance has been formed under the CARE (Community 
Action for the Rehabilitation of Ex-offenders) Network headed by the Singapore 
Corporation of Rehabilitative Enterprise (SCORE), utilizing Bronstein’s model 
(2003).  SCORE is a statutory board under the Ministry of Home Affairs whose 
mission is to promote and facilitate the reintegration of ex-offenders back to their 
families and society.  Members of the CARE Network comprise governmental 
agencies like Prisons Service, the different government ministries, and other voluntary 
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welfare organizations involved in the rehabilitation of ex-offenders.  They meet on a 
regular basis to discuss and resolve challenges faced as a collective group.   
 As the national advisory and coordinating body on problem gambling in 
Singapore, NCPG can take the lead to set up a similar type of network to promote 
collaboration among the various service providers to work toward the collective goal 
of being more responsive to the emerging threat of problem gambling in Singapore. 
Strengthening Social Support and Safeguards  
 Supporting families in recovery. This study has found that problem 
gambling was associated with a lower level of social support among problem 
gamblers compared with those whose gambling had not become problematic.  Studies 
from the literature have indicated that strengthening social support is essential to 
better treatment outcomes for problem gamblers (Oei & Gordon, 2008; Petry & 
Weiss, 2009).  Strengthening the social support for problem gamblers has to start with 
making more services available for families when they are wrecked by the extensive 
damage to their financial and relational health as a result of problem gambling.  
Currently in Singapore, services for families confronted by their family member’s 
problem gambling is very limited, as problem gambling is still very misunderstood 
and not well accepted.  Only the non–government-funded gambling treatment 
programs that propagate the 12-step recovery program for problem gamblers have 
similar 12-step programs for families of recovering problem gamblers.  These groups, 
called Gam-Anon, run alongside with Gamblers Anonymous groups in One Hope 
Centre and WE Care Community Services, but the sizes of the groups are usually very 
small.  The participants are usually more highly educated, and more open to 
participate and share about their struggles of living with problem gambling in the 
family during group meetings.  Family members who are less educated and less able 
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to articulate their experience would probably not be able to benefit from attending 
these Gam-Anon groups. 
 NAMS has recently launched a new family psychoeducation program called 
FREE (Families in Recovery through Education and Empowerment) for family 
members of problem gamblers who call the National Problem Gambling Helpline for 
help (IMH, 2012).  It caters mainly to families whose problem gambling member has 
not come forward to get help.  It aims to educate family members about problem 
gambling and provide useful information so that they can in turn encourage the 
problem gambler to come forward.   
 The advantage of this program is that workshops are conducted in English and 
Mandarin in the evenings.  This can enable family members who are working and 
those who are not fluent in English to attend.  The limitation of this program is that it 
is mainly psychoeducation in nature and ends after a series of six workshops.  There is 
no provision for families to attend family support groups even if they would like to 
continue following up with NAMS.  From May 2010 to January 2012, only 195 
participants attended FREE and the average number of participants in attendance at 
the sessions was quite small, ranging from six (for English) to 10 (for Mandarin) 
participants (IMH, 2012).  But there has been no published data on how many 
participants completed the whole series.   
 Given the limited services available to help families, more has to be done in 
this area.  As there is currently no family support group run by NAMS, they can tap 
on the Gam-Anon groups running in other problem gambling services, such as One 
Hope Centre and WE Care Community Services, by referring those who have 
completed their FREE program to these groups to ensure that those who require 
continuing support are connected to some form of professionally-run network.   
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 Similarly, the new Legal and Financial Advisory Service (LFAS) that NCPG 
is intending to pilot at the four FSCs is likely to be psychoeducational, whereby the 
pilot FSCs are required to use a purposefully-designed legal and financial toolkit.  To 
avoid the problem faced by NAMS, whereby families have no follow-up service after 
completing FREE, there should be provisions to fund the pilot FSCs to run family 
support groups for families after they complete the LFAS.  FSCs are not unfamiliar 
with running support groups to compliment casework.  This way, families can 
continue with their recovery work while problem gamblers continue with their 
treatment. 
 Strengthening social safeguards by alleviating the role of FSCs to Tier 
Two services.  One of the surprising findings of this study was the indication of FSCs 
as the top choice for gamblers to seek help although in the national three-tiered 
approach of tackling problem gambling, FSCs are placed on Tier One, which is 
responsible for detecting families or individuals affected by problem gambling, and 
referring them for specialist help at the Tier Two or Tier Three centres (NCPG, 2006).  
In an earlier study on gambling among the elderly, the FSCs were also identified as 
the avenue for help (Ng, 2011).  These indicate the need to alleviate the FSC service 
to Tier Two as there is increasing evidence that gamblers are finding FSCs as an 
acceptable and accessible place to seek help.  Moreover, FSCs are generally well 
accepted and known by the public as professional agencies in the community that 
provide help to persons in need and the government is channeling more resources to 
build  and equip FSCs (MCYS, 2012b).  So, the first step to enhance the service 
delivery is to prepare some FSCs to become tier-two centres where they can also 
provide specialized help to individuals or families affected by problem gambling, 
rather than just referring them to the specialized centres.  This can start with the FSCs 
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which are on the LFAS Pilot program and eventually expanded to other FSCs.  A 
training roadmap for the professional staff in the FSCs such as the social workers and 
counselors should be put in place so that eventually, more FSCs can develop some 
level of specialized capability to help problem gamblers and their families, thereby 
encouraging people to seek help early.  
Limitations of This Study  
 Like all research, this study also suffers from some limitations.  The first 
limitation is the cross-sectional design of this study.  Although the results of this study 
found some psychosocial factors that were associated with problem gambling, as well 
as predisposing and enabling factors that were related to help seeking among active 
gamblers, it was unable to establish causality in those relationships.  As such, I have 
consistently referred to those relationships as associational rather than cause-and-
effect.  On the other hand, a cross-sectional study has the advantage of providing a 
snapshot of the study population.  This study was able to establish a point prevalence 
of problem gambling among active gamblers, which provided a first glimpse on the 
extent of problem gambling among those who are gambling regularly.  The 
prevalence of problem gambling among the active gamblers was comparable to those 
found in other countries (Productivity Commission, 2010).   
 Secondly, as this study employed a convenient sampling method, one of the 
limitations would be omitting certain groups of gamblers.  For example, those who 
were experiencing considerable problems due to gambling may not want to participate 
in the survey as it is not uncommon for these gamblers to hide their problems.  This is 
usually the main reason why problem gamblers resort to lying to minimize or conceal 
their gambling problems.  Other problem gamblers may hold certain erroneous beliefs 
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that talking or sharing about their gambling experience may have an effect on their 
gambling outcomes, even though both events are independent of each other.  For 
example, most gamblers are quite superstitious about gambling being associated with 
books or studies because “books” (shu) in Chinese sounds like “losing,” while 
“studying” (dushu) means “making a losing bet.”  Hence, it could be the last thing on 
the gambler’s mind to help a university student answer questions pertaining to his/her 
gambling, especially when it occurred right after they had placed their bets.  It is also 
possible that those who volunteered to participate might have provided socially 
desirable responses to the surveyors, despite being encouraged to give honest 
responses, because problem gambling has largely been portrayed in negative light by 
the media, as well as by NCPG’s public education efforts to promote awareness about 
problem gambling in Singapore.   
 To address the limitations posed by a convenient sampling method, some form 
of randomization was included in the selection of the study settings.  In Chapter Four, 
I had described how the 15 Singapore Pools outlets across the whole of Singapore 
were randomly chosen as the survey/data collection sites.  In addition, data collection 
was spread across different days of the week (including weekends) and at different 
times of the day to increase the chances of surveying gamblers with different 
demographic profiles.  Furthermore, the study adopted the method of voluntary 
participation, which adhered to the ethical conduct of social research.   
 As the survey was anonymous and the participants’ right to withdraw were 
ensured, this helped to assure the participants that their responses would be 
confidential, which, in turn, encouraged the participants to provide honest and truthful 
responses to the survey questions about their experiences and perceptions.   
 226 
 
 Using trained surveyors rather than having self-administered questionnaires 
helped to address any clarifications respondents might have about the objectives and 
purpose of this study.  When the participants were unsure, the surveyors were on hand 
to reiterate and encourage the participants to complete their survey properly.  The 
surveyors also explained the value of the contribution the participants would make to 
our understanding about problem gambling in Singapore, thereby minimizing the 
drop-out rate. 
 The third limitation of this study is related to the setting from which the 
participants were recruited.  Although Singapore Pools is the biggest legalized 
gambling operator in Singapore, it offers a limited range of gambling games, and 
these games consisted mainly of different forms of lotteries and sports betting.  Other 
gambling games like the various table games found in casinos, electronic gaming 
machines (jackpots), and social games like mahjong, cards, dices and bingo—which 
are hugely popular among our gamblers here—are not available at Singapore Pools.  
This therefore restricted the types of gamblers surveyed in this study.  As such, the 
findings of this study are not generalizable to all types of active gamblers in 
Singapore. 
 The fourth limitation of this study was the quantitative approach used in 
studying the research problem.  One of the main criticisms of a quantitative approach 
is its limited ability to explore and yield rich and subjective data detailing the 
experience of the participants on the topic of problem gambling and help seeking.  On 
the other hand, the quantitative approach also possesses several advantages.  This 
includes the ability of the research to objectively collect data on certain variables, and, 
using methods of statistical analysis, test the relationships of these variables.  
Furthermore, the larger sample size in most quantitative research also means that the 
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findings of a quantitative study can be extrapolated to the larger population of interest, 
rather than be limited to a very small group of individuals, as is commonly seen in 
qualitative research.   
 Nevertheless, to provide deeper insights into gamblers’ perceptions of help 
seeking, one of the sections of the questionnaire in this study allowed participants to 
state, in their own words, the reason why they would or would not seek help if they 
were aware they had a gambling problem; they were encouraged by the surveyors to 
provide as much details and explanations as they wished.  This helped to solicit 
responses that were more diverse and richer than responses chosen from 
predetermined options.  In summary, like every other research, there were certain 
limitations posed by this study.  However, various methods were used to minimize the 
impact these limitations might have on the validity and reliability of the study, so that 
the study’s findings will have an acceptable level of utility in enhancing our 
understanding of the social phenomenon of problem gambling in Singapore. 
Scope for Future Research  
 As research on problem gambling is rather scarce in Singapore, there is scope 
to build on the findings of this present study.  Problem gambling is not well 
understood in Singapore and many local studies tended to focus on studying 
gambling-related patterns that differentiate problem gamblers from non–problem 
gamblers.  This study has shown that there were very few differences in the gambling 
patterns between problem and non–problem gamblers.  Instead, this study found that a 
number of psychosocial factors were significantly associated with problem gamblers.  
Future research can focus on studying how these social vulnerability factors influence 
problem gambling.  More in-depth studies can be done to explore how certain 
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demographic and socioeconomic factors, and social support moderate problem 
gambling in the general population of gamblers.   
 As this study employed a cross-sectional design, it was unable to isolate the 
temporal effect of the association between social support and problem gambling.  A 
longitudinal study can be carried out to track specific high-risk groups, such as young 
gamblers, to examine changes in social support in the course of people’s indulgence 
in gambling.  This may elucidate the relationship between social support and problem 
gambling.   
 The NCPG could conduct a pilot project on the use of the PGSI (Ferris & 
Wynne, 2001) as a screen, first testing the instrument (especially the translated 
Chinese version as it was found to be as reliable as the original English version) on a 
small scale and replicating it after six months to confirm the test-retest reliability of 
the PGSI.  Once the reliability of the English and Chinese versions of the PGSI is 
proven, NCPG can use both versions for its gambling surveys in the future.  Having a 
more reliable instrument will eradicate the methodological weaknesses found in the 
past few prevalence studies. 
 Another important area that would benefit from qualitative rather than 
quantitative research is studying the function of gambling debt in problem gambling.  
This study has provided empirical evidence that having incurred gambling debts is a 
predictor of problem gambling.  Earlier in this chapter, I postulated that the pressure 
of gambling debt functions to maintain or aggravate problem gambling.  However, 
due to the limited scope of this study, I am unable to explicate this relationship.  
Hence, in-depth qualitative research would be most suitable to uncover, through 
interviewing gamblers’ experiences, the complexities of the relationship between 
gambling debt and problem gambling.   
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 Last but not least, this study was designed as an exploratory one to investigate 
how psychosocial variables could affect problem gambling and help seeking.  The 
various factors found related to problem gambling in this study warrant more in-depth 
and extensive research in the future.  New and upcoming research methods such as 
structured equation modeling can be used to establish the network of relationships 
found in the various psychosocial factors and how they are related to the development 
of problem gambling in Singapore. 
Conclusion  
 Problem gambling is a relatively new field in Singapore.  Although social 
gambling through legalized means has been around for many years, the interest in 
studying problem gambling has only received the government’s attention in the last 
few years, when it was contending whether to allow casinos to operate in Singapore.  
This prompted the first gambling prevalence study in 2005 (MCYS, 2005) and two 
more similar studies were replicated in 2008 (MCYS, 2008) and 2011 (NCPG, 2012).  
These studies found that problem gambling only affected a small percentage of the 
overall population of gamblers, and that the prevalence of problem gambling was 
within international norm.  However, the major limitation of these studies was their 
focus on capturing gambling-related patterns to differentiate between problem and 
non–problem gamblers, and as such, they were unable to provide any insight into the 
etiological factors of problem gambling.   
 A comprehensive review of the literature indicates that the phenomenon of 
problem gambling is complex and heterogeneous.  A variety of theories have 
attempted to explain the development of problem gambling.  These theories ranged 
from biological, psychological to social explanations, and they provided different 
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perspectives about the manifestation of problem gambling and how it can be resolved.  
In spite of various attempts to explain the phenomenon of problem gambling, there is 
a lack of a singular and unifying theory.  The current consensus among treatment 
providers, policy makers, and researchers is that problem gambling is best understood 
as being caused by a combination of the biological, psychological and social factors.  
Hence, this study was premised on the biopsychosocial model of problem gambling.   
 As a social worker, my concerns and interests fall naturally on the question of 
whether a particular segment of the population may be more vulnerable to developing 
problem gambling, especially in the context of Singapore where gambling 
opportunities are easily available and accessible.  Hence, this study was designed to 
explore the psychosocial factors that could be associated with problem gambling 
among people who were actively gambling.  There were four psychosocial factors 
found associated with problem gambling in this study.  They included younger age, 
unemployment, a low level of social support and having gambling debts.  The first 
three factors are essentially psychosocial in nature, whereas gambling debt is the only 
gambling-related factor found to be associated with problem gambling.  The 
identification of psychosocial factors is the precursor to enhancing our understanding 
on how the biopsychosocial theory of problem gambling is relevant in Singapore.  
Although doing so is beyond the scope of this study, the findings of this study do 
suggest that the ecological context in which the easy availability and access to 
gambling opportunities and the benign attitudes about gambling in our Singapore 
society may be key to understanding why certain psychosocial factors are associated 
with problem gambling.  The relevance for social work practice is to develop 
appropriate interventions targeting these at-risk population groups, in particular, 
younger people, those who are unemployed and those who have a low level of social 
 231 
 
support.  As for gamblers who have incurred debts through gambling, I have 
discussed the function of debt in problem gambling, highlighting that gambling debts 
have a reciprocal relationship in maintaining or aggravating problem gambling.  
However, the role of gambling debts has been underestimated and has not been given 
adequate attention in past research.  This would be an important area for future 
research.  
 The second part of my study explored the factors associated with help seeking 
for problem gambling in Singapore, in which I utilized Andersen’s socio-behavioral 
model (1995) to ascertain which factors were important in influencing help seeking 
attitudes and behaviors.  Although Goodwin and Andersen (2004) proposed that this 
model provided a three-step pathway to understand how people seek help, this study 
found that this was not the case.  My study found that the SBM can be more 
adequately understood as a determinant model rather than a pathway model.  
Basically, a determinant model informs the conditions under which people are more 
or less likely to seek help rather than the sequential steps (as in a pathway model) that 
people take to seek help.  In this study, the factors found to deter help seeking among 
active gamblers were: 1) living in rental housing; and 2) being single or married.  On 
the other hand, two factors were found to facilitate help seeking, namely: 1) favorable 
attitudes toward seeking help; and 2) having knowledge of professional help services 
for problem gambling.  A determinant model of help seeking is useful because it 
provides an understanding of the conditions that underlie certain groups of people to 
seek help and others not to seek help.  For example, those who knew which 
organizations they could approach for help problem gambling were more likely to 
seek help, whereas the poorly conceived message sent by the local authorities with the 
intention of educating the public about problem gambling may not have effectively 
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reached out to those living in rental flats due to the choice of transmitting these 
messages predominantly via television and other forms of technologically-advanced 
social media.  
 Andersen’s SBM (1995) assumes that people are rational decision makers who 
would seek help if they possess the predisposing characteristics, are enabled and need 
help.  This study has found that both predisposing and enabling factors were 
important in determining active gamblers’ decision to seek help, but curiously, need 
factors were not featured.  Problem gambling remains a stigmatized problem in 
Singapore for which very few problem gamblers are seeking help.  Even for those 
who would seek help, this study has found that they preferred to approach agencies 
that carry less stigma (FSCs).  The two specialized agencies for problem gambling, 
such as NAMS and THK Problem Gambling Recovery Centre, were the least 
preferred agencies.  This provides evidence that help seeking for problem gambling 
may not be entirely a rational process and could be influenced by other non-rational 
factors such as values, beliefs and cultural expectation about seeking help.  These 
should be incorporated in future studies on help seeking for problem gambling.  
Furthermore, in terms of the factors associated with help seeking, social and 
contextual factors were found to be relatively more important than individual 
biological and ascribed characteristics.   
 In conclusion, this study has made some inroads into understanding problem 
gambling and help seeking among active gamblers in Singapore.  The various factors 
associated with problem gambling and seeking help should be carefully studied by 
NCPG and major treatment service providers so that a targeted approach to prevent or 
ameliorate problem gambling can be developed.  In addition, we need to strengthen 
the knowledge of the public and the vulnerable populations identified in this study on 
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the availability of different types of help for problem gambling.  When people become 
more aware of where and how to get help that is effective, it will dispel their 
misconceptions of getting help and enhance the society’s acceptance of seeking help.   
 This study’s findings about gambling-patterns have identified incurring 
gambling debts as a key indicator among problem gamblers that warrants attention.  It 
highlights an urgent need in Singapore to develop specialized agencies that help 
problem gamblers manage their gambling debts in order to arrest the rapid escalation 
of problem gambling which often result in severe negative consequences for gamblers 
and their families.  In other countries such as the US, Australia and Canada, where 
problem gambling treatment is more established, there are many different treatment 
options available for different target groups like women, ethnic minorities, younger 
gamblers, and family members of problem gamblers.  This has improved the help 
seeking rate for people afflicted by problem gambling.  It is something that Singapore 
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Appendix A: English Version of Questionnaire 
 
INFORMATION FOR PARTICIPANT 
Dear Participant, 
 
I’m currently pursuing my graduate studies with the National University of Singapore, 
Department of Social Work.  I’m conducting a research entitled Problem gambling and help-
seeking amongst active gamblers in Singapore.  This study aims to gain better 
understanding into the various factors that affect a person’s decision to seek formal help with 
regard to gambling and related problems. 
 
In this study, I am looking to survey any person who is a Singapore Citizen, age 21 and 
above, and takes part in gambling activities for at least twice a week.  My study sample size is 
300 participants.  This survey comprises an 8-page questionnaire administered by a surveyor.  
It will take no more than 30 minutes to complete and you will receive a shopping voucher 
worth $15 after completing the survey, as a token of appreciation for helping out with this 
study.   
 
For the purpose of this research, I may need to ask about some personal questions about you 
and your participation in gambling activities in order to get a better understanding.  I assure 
you that whatever information and responses you provide during the course of the survey will 
be anonymous and you will not be identified in any ways.  At any point during the survey 
when you do not feel comfortable continuing, you are allowed to withdraw from participating.  
Your refusal to participate or withdrawal from the research will not be used against you in any 
way.   
 
Thank you for your assistance.  Should you have any queries about this research, please feel 
free to contact me at Tel: 6453-5349.  For an independent opinion regarding the research and 
the rights of research participants, you may contact a staff of the National University of 
Singapore, Institutional Review Board (Attn: Mr Chan Tuck Wai at Tel: 6516-1234 or email: 










Date  _______________  
   
1.1 Age   
  
  
1.2 Gender 1.Male  
2.Female  
 
1.3 Marital Status 1. Single  
2. Married   
3. Separated / Divorced  
4. Widowed  
  
1.4 Ethnicity 1. Chinese  
2. Malay  
3. Indian  
4. Eurasian  
0.Others (Specify _______________)  
 
1.5 Religion 1. Buddhism  
2. Christianity  
3. Hinduism  
4. Islam  
5. Taoism  
6. Freethinker  
0.Others (Specify________________)  
 
1.6 Highest Education Achieved 1. No Formal Education  
2. Primary  
3. Secondary  
4. Postsecondary, eg. JC, Pre-U, ITE  
5. Tertiary, eg. Poly, Univ. ACCA   
6. Postgraduate  




1.7 Housing Type 1. HDB 1-2 room  
2. HDB 3-room  
3. HDB 4-room  
4. HDB 5-room  
5. HDB EA/EM  
6. Executive Condo  
7. Pte Condo  
8. Pte Landed  
0. Others (Specify________________)  
  
 
1.8 Employment Status 1. Full time employment  
2. Part time employment  
3. Self-employed   
4. Voluntary work  
5. Unemployed  
6. Student  
7. Retired  
8. Homemaker  
0. Others. _______________________  
 
1.9 What is the main source of your  
income? 
1. Salary/Wage  
2. Allowance from family  
3. Pension/CPF  
4. Own business  
5. Social welfare assistance  
0. Others. _______________________  
 
1.10 What is your estimated personal  
monthly income? 
:   
 ______________________  







A. Gambling history 
2.1 At what age did you first start gambling?  
   
2.2 How many years have you been gambling regularly  
(at least twice a week) 
 
  
2.3 Name the 3 games you played most often in gambling.  




   
B: Time spent gambling and other gambling related activitites 
2.4 On average, how many days per week do you gamble?  
(this includes placing bets in Singapore Pools outlets). 
 
   
2.5 On average, how many hours on a given week do you spend 
betting, thinking and/or planning for gambling?  
(This includes actual time gambling, reading on gambling tips, 
checking wins/losses/results, gambling planning, borrowing from 
others, worrying of possible detection and consequences.) Hrs 
   
C: Money spent on gambling (Net expenditure S$) 





D: Financial debts 
2.7 a.  Do you have any current financial 
debt due to gambling? 
 Yes  No 
 b.  What is the total amount of debt?  
    
 c.  Who do you owe the debt(s) to? 1. Family  
 2. Friends  
 3. Banks/Credit Cards/Finance Companies 
 4. Employer  
 5. Relatives  
 6. Bookies  
 7. Illegal Moneylenders  
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Below are a number of statements pertaining to your experience about gambling. Read each 
statement carefully and rate how you honestly feel and believe.  There are no right or wrong 








3.1 Thinking in the past 12 months, how often 
have you bet more than you could afford to 
lose? 
0 1 2 3 
3.2 Thinking in the past 12 months, how often 
have you needed to gamble with larger 
amounts of money to get the same feeling of 
excitement? 
0 1 2 3 
3.3 Thinking in the past 12 months, how often 
have you gone back another day to try to win 
back the money you lost? 
0 1 2 3 
3.4 Thinking in the past 12 months, how often 
have you borrowed money or sold anything 
to get money to gamble? 
0 1 2 3 
3.5 Thinking in the past 12 months, how often 
have you felt you might have a problem with 
gambling? 
0 1 2 3 
3.6 Thinking in the past 12 months, how often 
have people criticized your betting or told you 
that you have a gambling problem regardless 
of not whether you thought it was true? 
0 1 2 3 
3.7 Thinking in the past 12 months, how often 
have you felt guilty about the way you 
gamble or what happens when you gamble? 
0 1 2 3 
3.8 Thinking in the past 12 months, how often 
has your gambling caused you any health 
problems, including stress or anxiety? 
0 1 2 3 
3.9 Thinking in the past 12 months, how often 
has your gambling caused financial problems 
for you or your household? 







Below are a number of statements pertaining to counseling and mental health issues. Read 
each statement carefully and indicate your level of agreement.  Please express your frank 
opinion in rating the statements.  There are no wrong answers and the only right ones are 







4.1 If I believe I was having a mental 
breakdown, my first inclination would be to 
get professional attention. 
0 1 2 3 
4.2 The idea of talking about a problem with a 
counselor strikes me as a poor way to get 
rid of emotional conflicts. 
0 1 2 3 
4.3 If I were experiencing a serious emotional 
crisis at this point in my life, I would be 
confident that I could find relief in 
counseling. 
0 1 2 3 
4.4 There is something admirable in the 
attitude of a person who is willing to cope 
with his or her conflicts and fears without 
resorting to professional help. 
0 1 2 3 
4.5 I would want to get counseling help if I were 
worried or upset for a long period of time. 
0 1 2 3 
4.6 I might want to have counseling in the 
future. 
0 1 2 3 
4.7 A person with an emotional problem is not 
likely to solve it alone; he or she is likely to 
solve it with professional help. 
0 1 2 3 
4.8 Considering the time and expense in 
counseling, it would have doubtful value for 
a person like me. 
0 1 2 3 
4.9 A person should work out his or her own 
problems; seeing a counselor would be a 
last resort. 
0 1 2 3 
4.10 Personal and emotional troubles, like many 
things, tend to work out by themselves. 






People sometimes look to others for companionship, assistance, or other types of support.  
How often is each of the following kinds of support available to you if you need it? Circle one 
number on each line.  
 None of 












5.1    Someone you can count on to 
listen to you when you need to talk  
1  2  3  4  5  
5.2     Someone to give you information 
to help you understand a situation  
1  2  3  4  5  
5.3     Someone to give you good advice 
about a crisis  
1  2  3  4  5  
5.4     Someone to confide in or talk to 
about yourself or your problems  
1  2  3  4  5  
5.5     Someone whose advice you really 
want  
1  2  3  4  5  
5.6    Someone to share your most 
private worries and fears with  
1  2  3  4  5  
5.7    Someone to turn to for suggestions 
about how to deal with a personal 
problem  
1  2  3  4  5  
5.8    Someone who understands your 
problems  
1  2  3  4  5  
5.9    Someone to help you if you were 
confined to bed  
1  2  3  4  5  
5.10   Someone to take you to the doctor 
if you needed it  
1  2  3  4  5  
5.11   Someone to prepare your meals if 
you were unable to do it yourself  
1  2  3  4  5  
5.12   Someone to help with daily chores 
if you were sick  
1  2  3  4  5  
5.13   Someone who shows you love 
and affection  
1  2  3  4  5  
5.14   Someone to love and make you 
feel wanted  
1  2  3  4  5  
5.15   Someone who hugs you  1  2  3  4  5  
5.16   Someone to have a good time with  1  2  3  4  5  
5.17   Someone to get together with for 
relaxation  
1  2  3  4  5  
5.18   Someone to do something 
enjoyable with  
1  2  3  4  5  
5.19   Someone to do things with to help 
you get your mind off things  







Below are some questions about your understanding about seeking help regarding gambling 
or related problems.  Your frank feedback would enable us to understand more about formal 
help seeking in problem gambling.   
 
6.1 Do you know what are the services available for people who 
want to get professional help for gambling and related problems? 
 Yes  No 




6.2 Have you ever sought help from any professional for gambling 
and related problems?  
 Yes  No 
If yes, how long ago was that?  




6.3 Was there ever a time during the past 6 months when you felt 
you might need to see a professional because of problems with 
your gambling 
 Yes  No 
   
6.4 If you know that you have a gambling problem, would you seek 
professional help?  
 Yes  No 
6.4A If Yes, how long would you take to do so?  (Days/Weeks) 
 




6.4C From the list below, please rank the top 3 types of help you would 
prefer to seek: 
(Rank) 
A. Counselling at Family Service Centres or Counselling Centres 1) 
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B. Counselling at Thye Hwa Kwan (specialized centre for gambling) 2) 
3) 
C. National Addictions Management Service.  
D. Telephonic Helpline   
E. Gamblers Anonymous groups  
F. Recovery support groups for addictions, eg. WE Care  
G. My own doctor or psychiatrist  
H. Others (Specify _______________)  
  












































1．1 年龄：  
1．2 性别： 1． 男 
  2． 女 
1．3 婚姻： 1．单身 
  2．已婚 
  3．分居 /离婚 
  4．丧偶 
1．4 族群： 1．华族 
  2．马来族 
  3．印度族 
  4．欧亚族 
  0．其他 （请注明：                        ） 
1．5 宗教： 1．佛教 
  2．基督教 
  3．印度教 
  4．回教 
  5．道教 
  6．无宗教信仰 
  0．其他 （请注明：                        ） 
1．6 最高学历： 1．没有接受过常规教育 
  2．小学 
  3．初中 
  4．高中/专业学校 
  5．大专 （如: 理工学院，大学，ACCA） 
  6．研究生院 
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  0．其他 （请注明：                         ） 
1．7 住屋: 1．1–2房式组屋 
  2．   3 房式组屋 
  3．   4 房式组屋 
  4．   5 房式组屋 
  5．公寓组屋（单层/ 双层EA / EM） 
  6．共管式公寓 
  7．私人公寓 
  8．私人有地住宅 
  0．其他 （请注明：                        ） 
1．8 职业: 1．全职工作 
  2．兼职（非全职）工作 
  3．自雇人士 
  4．义务工作 
  5．无业 
  6．学生 
  7．退休人士 
  8．料理家务 
  0．其他 （请注明：                        ） 
1．9 主要收入来源: 1．薪金 / 工资 
  2．家庭提供的补贴 
  3．养老金/公积金 
  4．个人生意所得 
  5．社会福利补助 
  0．其他 （请注明：                        ） 
1．10 个人每月收入: （估计为：                                       ） 







2．1 你几岁开始赌博？  
2．2 你进行习惯性的赌博（每个星期两次以上）已经有多少年了？  
2．3 你最经常赌的是什么游戏？（请按次序写出）  
 第一：   
 第二：   
 第三：   













2．6 平均起来说，你每一个月用于赌博的钱数是多少？  
D．债务 
2．7 a.    你目前有没有因为赌博欠了债？ 有  /  没有 
 b.    你总共欠了多少钱的债？  
 c.    你欠了谁的债？ 1．家人 
  2．朋友 
  3．银行 / 信用卡 / 财务公司 
  4．雇主 
  5．亲戚 
  6．卜基（Bookies） 
  7．非法放债者 


















0 1 2 3 
3．2 在过去的十二个月内，你时常会需要加大赌注来获
得同等的刺激吗？ 
0 1 2 3 
3．3 在过去的十二个月内，你时常会想再回去赌，以试
图赢回输掉的钱吗？ 
0 1 2 3 
3．4 在过去的十二个月内，你时常会跟人借钱或变卖东
西来赌博吗？ 
0 1 2 3 
3．5 在过去的十二个月内，你时常会感到自己可能已经
嗜睹了吗？ 
0 1 2 3 
3．6 在过去的十二个月内，你时常会被人批评，说你嗜
赌吗？（不管你同不同意 
0 1 2 3 
3．7 在过去的十二个月内，你时常会因为自己的赌博行
径或后果感到内疚吗？ 
0 1 2 3 
3．8 在过去的十二个月内，你时常会因为赌博产生压力
或忧虑，影响健康吗？ 
0 1 2 3 
3．9 在过去的十二个月内，你时常会因为赌博使个人或
家庭陷入财务困境吗？ 


















0 1 2 3 
4．2 去跟辅导员谈，我觉得这不是解决情绪困扰的好
方法。 
0 1 2 3 
4．3 如果在生命的这一刻我遭遇到严重的情绪危机，
我相信辅导能给我极有效的帮助。 
0 1 2 3 
4．4   有人愿意自己面对冲突和恐惧，不去寻求专业性
援助，这种态度令人钦佩。 
0 1 2 3 
4．5 我的忧虑和苦恼如果持续了相当长的一段时间，
我会想要去寻求辅导帮助。 
0 1 2 3 
4．6 我未来可能要去寻求辅导帮助。 0 1 2 3 
4．7 一个人的情绪问题，不大可能靠自己单独解决；
专业性的援助是有必要的。 
0 1 2 3 
4．8 考虑到所须花费的时间和金钱，我觉得辅导对我
这样的人不见得划算。 
0 1 2 3 
4．9 自己的问题应该自己解决，只有万不得已才去寻
求辅导帮助。 
0 1 2 3 
4．10 个人的和情绪上的烦恼，像许多事情一样，往往
会自行解决的。  








 总得不到 偶尔得到 有时得到 通常得到 总能得到 
5．1    心里有话，你可以指望有人会倾听。 1 2 3 4 5 
5．2    弄不清情况，有人会给你解释指导。 1 2 3 4 5 
5．3    遇到危机，有人会给你有益的忠告。 1 2 3 4 5 
5．4    很个人的问题，有信得过的人可谈。 1 2 3 4 5 
5．5    有人的意见和劝告你确实很想听到。 1 2 3 4 5 
5．6    最私密的忧虑恐惧，有人可以倾吐。 1 2 3 4 5 
5．7    怎样处理私人问题，有人可以请教。 1 2 3 4 5 
5．8    你所面对的问题，有人能真切理解。 1 2 3 4 5 
5．9    如果你必须卧床疗养，有人照顾你。 1 2 3 4 5 
5．10  如果你需要去看医生，有人带你去。 1 2 3 4 5 
5．11  如果你自己不能煮食，有人帮你煮。 1 2 3 4 5 
5．12  如果你不能做家务活，有人帮你做。 1 2 3 4 5 
5．13  有人爱你疼你。 1 2 3 4 5 
5．14  有人让你疼爱，让你感到她需要你。 1 2 3 4 5 
5．15  有人会拥抱你。 1 2 3 4 5 
5．16  有人可以开开心心地在一起。 1 2 3 4 5 
5．17  有人可以轻轻松松地在一起。 1 2 3 4 5 
5．18  有人可以一起做些有趣的事。 1 2 3 4 5 













  知道  /  不知道 
 如果知道，请列出几个这种服务部门的名称。  
   
   
   
   
6．2 你有没有因为赌博及有关问题向任何专业机构寻求过援助？ 
  有 / 没有 
 如果有，那是多久以前的事？   
 请你列出这些机构的名称。  
   
   
   








6．4 如果你知道自己有嗜赌问题，你会不会去寻求专业性援助？  
  会 / 不会 
 
6. 4a 如果会，你需要多长时间才会去寻求援助？  
   天 或者  星期 
6. 4b 请说明你为什么需要这一段时间。  
   
   
   
   
6. 4c 你最想寻求以下哪三种援助？ 
请按第一，第二，第三的次序写出。 
 
 A．家庭服务中心或辅导中心  
 B．星洲德教太和观特设戒赌中心  
 C．心理卫生学院（IMH）的“国立成瘾治疗服务”(NAMS)  
 D．戒赌电话求助热线（Telephonic Helpline）  
 E．戒赌匿名会（Gamblers Anonymous）  
 F．康复戒瘾支援组织，如 WE Care   
 G．我自己的家庭医生或者心理医生  
 H．其他 （请注明：                  ）  
 第一：   
 第二：   
 第三：   
   
6. 5 如果你不会去寻求专业性援助，理由是什么？ 
(请按重要性次序写出三个最主要的理由） 
 
 第一：   
 第二：   







Appendix C: Malay Version of Questionnaire  
 
 
UNIVERSITI KEBANGSAAN SINGAPURA 
Jabatan Kerja Sosial  
 
Maklumat Untuk Peserta 
Tuan/Puan, 
Saya sedang membuat kajian di Universiti Kebangsaan Singapura, Jabatan Kerja Sosial untuk 
pengajian pasca siswazah. Kajian saya ini berkenaan Problem gambling and help-seeking amongst 
active gamblers in Singapore.  Kajian ini bertujuan untuk memahami factor-faktor yang menjejas 
keputusan seseorang individu untuk memohon bantuan bagi masalah perjudian dan masalah-masalah 
sampingan. 
Dalam kajian ini, saya ingin meninjau sesiapa sahaja yang merupakan warga Negara Singapura, 
berusia 21 tahun ke atas dan mengambil bahagian dalam aktiviti-aktiviti perjudian sekurang-kurangnya 
dua kali seminggu.  Saiz kajian saya terdiri daripada 300 peserta.  Tinjaun ini terdiri daripada boring 
sebanyak 10 muka surat yang akan dikendalikan oleh seorang peninjau.  Tinjaun ini hanya akan 
memakan masa 30 minit untuk dilaksanakan.  Tuan/Puan akan menerima baucher membeli-belah 
sebanyak $15 setelah menyelesaikan tinjauan ini sebagai tanda penghargaan kerana mengambil 
bahagian dalam kajian ini.  
Khusus untuk kajian ini, saya mungkin perlu bertanya tentang soalan-soalan yang bersifat peribadi 
berkenaan dengan diri Tuan/Puan serta aktiviti-aktiviti perjudian yang dilakukan.  Saya akan pastikan 
bahawa segala maklumat yang diberikan sewaktu tinjauan ini akan dirahsiakan.  Seandainya 
Tuan/Puan berasa kurang selesa sewaktu tinjauan dilakukan, Tuan/Puan berhak mengundur diri atau 
memberhentikan kajian pada bila-bila masa sahaja.  Tiada tindakan akan diambil terhadap Tuan/Puan.   
Terima kasih kerana sudi membantu.  Sekiranya Tuan/Puan mempunyai sebarang pertanyaan tentang 
kajian ini, Tuan/Puan boleh menghubungi saya di talian Tel: 6453-5349.  Untuk mendapatkan pendapat 
bebas tentang kajian ini serta hak-hak para peserta kajian, Tuan/Puan boleh menghubungi pekerja 
daripada Universiti Kebangsaan Singapura, Lembaga Institusi Pengulas. (Attn: Mr Chan Tuck Wai di 
Tel: 6516-1234 atau emel: irb@nus.edu.sg).   









Tarikh  _______________  
   
   
1.1 Umur ___________ 
  
1.2 Jantina Lelaki   
Perempuan  
 
1.3 Status Perkahwinan 1. Belum berkahwin  
2. Sudah berkahwin   
3. Berpisah / Bercerai  
4. Menjadi janda/duda  
  
 
1.4 Bangsa 1. Cina  
2. Melayu  
3. India  
4. Serani  
0.Lain (Jelaskan: ________________)  
 
1.5 Agama 1. Buddha  
2. Kristian  
3. Hindu  
4. Islam  
5. Taois  
6. Tidak mempercayai sebarang agama  
0.Others (Jelaskan: ______________)  
 
1.6 Peringkat pengajian paling tinggi 1. Tidak berpendidikan rasmi  
2. Peringkat rendah  
3. Peringkat menengah  
4. Pasca menengah, cth. JC, Pre-U, ITE  
5. Pendidikan tinggi, eg. Poly, Univ. ACCA   
6. Pasca siswazah   





1.7 Tempat tinggal 1. HDB 1-2 bilik  
2. HDB 3-bilik  
3. HDB 4-bilik  
4. HDB 5-bilik  
5. HDB EA/EM  
6. Kondo Eksekutif  
7. Kondo Peribadi  
8. Tanah Peribadi  
0. Lain (Jelaskan________________)  
  
 
1.8 Status Pekerjaan 1. Bekerja sepenuh masa  
2. Bekerja sambilan  
3. Bekerja sendiri   
4. Bekerja secara sukarela  
5. Tidak bekerja  
6. Pelajar  
7. Pesara  
8. Suri Rumahtangga  
0. Lain (Jelaskan________________)  
 
1.9 Apakah sumber kewangan utama  
untuk anda? 
1. Gaji  
2. Elaun daripada keluarga  
3. Wang pesaraan  
4. Perniagaan sendiri  
5. Bantuan kebajian sosial  
0. Lain (Jelaskan________________)  
 
1.10 Berapakah jumlah pendapatan kamu 
untuk setiap bulan? 
:   
 ______________________  









A. Sejarah perjudian 
2.1 Pada usia berapakah kamu mula berjudi?  
 
2.2 Sudah berapa tahun kamu berjudi secara kerap?  
(sekurang-kurangnya dua kali seminggu) 
 
  
2.3 Nyatakan tiga permainan perjudian yang kerap kamu main?  
(berikan tiga pilihan utama mengikut urutan bermula daripada 




   
B: Masa yang dihabiskan dengan berjudi dan aktiviti-aktiviti perjudian yang lain 
2.4 Secara purata, berapa hari dalam seminggu yang kamu habiskan 
dengan berjudi? (termasuk bertaruh di cawangan Singapore Pools)  
 
 
   
2.5 Secara purata, berapa jam dalam sehari yang kamu habiskan dengan 
bertaruh, berfikir dan/atau merancang untuk berjudi? 
(termasuk masa berjudi, membaca tentang cara-cara untuk berjudi, 
memeriksa kalah/menang hasil perjudian, merancang untuk berjudi, 
meminjam wang daripada orang lain untuk berjudi, berasa risau 
tentang 






   
C: Wang yang dihabiskan untuk berjudi (Perbelanjaan bersih S$) 
2.6 Secara purata, berapa banyak yang telah kamu habiskan untuk 
berjudi 
pada setiap bulan?  
 
   
 
D: Hutang-hutang kewangan  
2.7 a. Adakah kamu berhutang kerana berjudi?  Ya Tidak   
  
b. Berapa jumlah hutang kamu itu? 
 
    
 c. Kamu berhutang dengan siapa? 1. Keluarga  
 2. Rakan  
 3. Bank/Kad Kredit/Syarikat 
Kewangan 
 
 4. Majikan  
 5. Saudara mara  
 6. Penerima taruhan   
 7. Peminjam wang yang tidak 
berlesan 
 






Berikut adalah beberapa pernyataan tentang pengalaman perjudian kamu.  Baca setiap 
pernyataan dengan teliti dan berikan penilaian jujur tentang apa yang kamu percaya dan 










3.10 Sepanjang 12 bulan yang lalu, berapa 
kerapkah kamu berjudi melebihi daripada 
apa yang kamu mampu?  
0 1 2 3 
3.11 Sepanjang 12 bulan yang lalu, berapa 
kerapkah kamu perlu berjudi dengan 
jumlah wang yang banyak untuk 
mengecapi rasa keseronokan yang 
sama? 
0 1 2 3 
3.12 Sepanjang 12 bulan yang lalu, berapa 
kerapkah kamu perlu kembali keesokan 
harinya untuk cuba memenangi semula 
wang yang telah tergadai?  
0 1 2 3 
3.13 Sepanjang 12 bulan yang lalu berapa 
kerapkah kamu meminjam wang atau 
menjual sesuatu untuk mendapatkan 
wang untuk berjudi?  
0 1 2 3 
3.14 Sepanjang 12 bulan yang lalu berapa 
kerapkah kamu terfikir bahawa kamu 
mungkin menghadapi masalah berjudi? 
0 1 2 3 
3.15 Sepanjang 12 bulan yang lalu berapa 
kerapkah orang lain menegur kamu atau 
memberitahu kamu tentang masalah 
berjudi kamu, tidak kiralah sama ada 
kamu setuju dengan pendapat mereka 
atau tidak?  
0 1 2 3 
3.16 Sepanjang 12 bulan yang lalu berapa 
kerapkah kamu berasa bersalah kerana 
berjudi atau apa yang akan berlaku bila 
kamu berjudi?  
0 1 2 3 
3.17 Sepanjang 12 bulan yang lalu berapa 
kerapkah kamu menghadapi masalah 
kesihatan atau tekanan kerana berjudi? 
0 1 2 3 
3.18 Sepanjang 12 bulan yang lalu berapa 
kerapkah masalah berjudi mendatangkan 
masalah kewangan kepada kamu atau 
keluarga kamu?  






Berikut adalah beberapa pernyataan tentang kaunseling dan isu kesihatan mental.  Baca 
setiap pernyataan dengan teliti dan berikan penilaian jujur tentang apa yang kamu setuju dan 










4.11 Seandainya saya percaya bahawa saya 
menghadapi gangguan mental, tindakan 
pertama saya adalah untuk mendapatkan 
bantuan professional. 
1 2 3 4 
4.12 Berbual tentang masalah dengan seorang 
kaunselor adalah cara yang kurang baik 
untuk menyelesaikan konflik emosi.  
1 2 3 4 
4.13 Seandainya saya sedang mengalami krisis 
emosi dalam hidup saya, saya yakin saya 
boleh mendapat bantuan melalui 
kaunseling.  
1 2 3 4 
4.14 Ada sesuatu yang patut dikagumi tentang 
seseorang yang menghadapi tekanan atau 
masalah tanpa mendapatkan bantuan 
professional.  
1 2 3 4 
4.15 Saya ingin mendapatkan bantuan 
kaunseling sekiranya saya berasa risau 
atau terganggu untuk masa yang lama. 
1 2 3 4 
4.16 Saya ingin mendapatkan bantuan 
kaunseling pada masa hadapan. 
1 2 3 4 
4.17 Orang yang mempunyai masalah emosi 
tidak mungkin menyelesaikannya seorang 
diri, dia akan mendapatkan bantuan 
profesional.  
1 2 3 4 
4.18 Memandangkan bahawa kaunseling 
memakan masa dan perbelanjaan, saya 
kurang yakin ia mempunyai nilai untuk 
orang seperti saya.  
1 2 3 4 
4.19 Seseorang itu perlu cuba menyelesaikan 
masalahnya sendiri; berjumpa dengan 
seorang kaunselor adalah langkah terakhir. 
1 2 3 4 
4.20 Masalah peribadi dan emosi, seperti 
masalah-masalah lain akan dapat 
diselesaikan dengan sendirinya.  





Manusia kadangkala mencari orang lain sebagai pendamping, untuk meminta bantuan dan 
untuk sokongan lain.  Berapa kerapkah kamu mendapat sokongan-sokongan berikut 
seandainya kamu memerlukannya? Sila bulatkan satu nombor bagi setiap soalan.  










5.1 Seseorang untuk mendengar bila kamu ingin 
berbual  
1  2  3  4  5  
5.2 Seseorang untuk memberi kamu maklumat 
untuk memahami sesuatu keaaan  
1  2  3  4  5  
5.3 Seseorang untuk memberi nasihat yang baik 
tentang sesuatu krisis.  
1  2  3  4  5  
5.4 Seseorang untuk berbual tentang diri kamu atau 
masalah kamu.   
1  2  3  4  5  
5.5 Seseorang yang member nasihat yang kamu 
benar-benar inginkan  
1  2  3  4  5  
5.6 Seseorang untuk berkongsi masalah paling 
peribadi  
1  2  3  4  5  
5.7 Seseorang untuk memberi saranan tentang 
bagaimana untuk menyelesaikan masalah 
peribadi  
1  2  3  4  5  
5.8 Seseorang yang memahami masalah kamu   1  2  3  4  5  
5.9 Seseorang yang boleh membantu kamu 
sekiranya kamu tidak dapat bangun dari katil 
kamu  
1  2  3  4  5  
5.10 Seseorang yang akan membawa kamu ke 
doktor sekiranya kamu perlukan  
1  2  3  4  5  
5.11 Seseorang untuk menyediakan makanan kamu 
sekiranya kamu tidak dapat membuatnya sendiri   
1  2  3  4  5  
5.12 Seseorang untuk membantu kamu dengan 
tugas seharian sekiranya kamu sakit  
1  2  3  4  5  
5.13 Seseorang yang memberikan kamu kasih 
sayang  
1  2  3  4  5  
5.14 Seseorang untuk disayangi dan membuat kamu 
rasa diperlukan  
1  2  3  4  5  
5.15 Seseorang yang memeluk kamu  1  2  3  4  5  
5.16 Seseorang untuk berseronok bersama 1  2  3  4  5  
5.17 Seseorang untuk bersantai bersama  1  2  3  4  5  
5.18 Seseorang untuk menghabiskan masa gembira 
bersama 
1  2  3  4  5  
5.19 Seseorang untuk menghiburkan kamu dan 
membuat kamu melupakan masalah buat 
sementara  







Berikut adalah soalan-soalan berkenaan dengan pemahaman kamu tentang pemohoman 
bantuan berhubungan dengan perjudian atau masalah-masalah bersangkutan dengannya.  
Maklum balas Tuan/Puan yang jujur akan membantu kamu memahami dengan lebih lanjut 
tentang pemohonan rasmi untuk masalah perjudian.  
 
6.1 Adakah kamu mengetahui tentang perkhidmatan bagi mereka 
yang ingin mendapatkan bantuan profesional bagi masalah 
berjudi dan masalah yang berkaitan dengan berjudi? Kalau ya, 
boleh kamu namakan perkhidmatan tersebut?  
 Ya   Tidak 
   
   
   
   
6.2 Pernahkan kamu meminta bantuan profesional untuk masalah 
berjudi dan masalah yang berkaitan dengan berjudi? Kalau ya, 
bila? Dari mana kamu meminta bantuan tersebut? Jelaskan.  
 Ya  Tidak 
   
   
   
   
   
6.3 Dalam 6 bulan yang lalu, pernahkan kamu terasa ingin berjumpa 
dengan seorang pakar tentang masalah berjudi kamu?   
 Ya  Tidak 
   
6.4 Sekiranya kamu mengetahui kamu mempunyai masalah berjudi, 
adakah kamu akan meminta bantuan seorang pakar? 
 Ya  Tidak 
 Kalau ya, berapa lamakah kamu akan menunggu sebelum 
membuat keputusan itu?  
(Hari/Minggu) 
 Apakah sebab-sebab yang mendorong kamu menunggu sekian 
lama? (jelaskan) 
 
   
   
   







   
 Dari senarai di bawah, pilih dan atur tiga perkhidmatan utama 
yang mungkin kamu akan ambil: 
(Atur mengikut urutan) 
 A. Kaunseling di Pusat Perkhidmatan Keluarga atau Pusat 
Kaunseling 1) 
 B. Kaunseling di Thye Hwa Kwan (pusat khusus untuk masalah 
berjudi) 2) 
 C. Program Pengendalian Ketagihan di Institusi Kesihatan Mental 
(NAMS) 3) 
 D. Talian Bantuan   
 E. Kumpulan sokongan tanpa nama untuk kaki judi/penjudi  
 F. Kumpulan sokongan dan pemulihan bagi penjudi, contohnya: 
WE Care 
 
 G. Doktor/pakar penyakit jiwa  
 H. Lain (Jelaskan _______________)  
 
 















Gender Estimate Age Ethnicity Reasons  
 
 
   
 
 
   
 
 
   
 
 
   
 
 
   
 
 
   
 
 
   
 
 
   
 
 
   
 
 
   
 
